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Abstract 
The health industry in Canada, as well as in other industrial countries, has been in the process of 
reform for many years. While such reform has been attributed to fiscal necessity due to increased 
health costs, the underlying causes are far more complex. Demographic changes, new 
technologies, expanded health care procedures and medications, increased demand and the 
globalization of health services have all contributed to the change and complexity of the industry.  
Health reform varies from country to country. In Canada, with a publicly funded health industry, 
the main reform method has been regionalization. This decentralized reform method arranges 
health services under a regional corporate management structure. The primary objective of this 
study was to assess the effects of health reform on the educational development of health-care 
managers in British Columbia, a western province of Canada.   
  The study had a two-fold approach; to ascertain how health reform had changed the skill  
needs of health-care managers, and whether e-learning could benefit health management 
education. The key research questions that guided the study were: How might recent changes in 
the health industry have affected the learning needs and priorities of health-care managers?  What 
factors might hinder attempts to meet any learning needs and priorities of health-care managers? 
and What benefits might e-learning provide in overcoming hindrances to effective health 
management education?  
A combination of quantitative (survey closed questions) and qualitative (survey open-ended 
questions, interviews and stakeholder feedback) methods was employed in this study. Overall, 
this study is described as productive social theory research, in that it addressed a recognized 
change in learning needs for health-care managers following a period of health reform, a socially 
significant phenomenon in the health industry. Relying on such tools as a survey, interviews, and 
stakeholder discussions, data was collected from over five hundred health-care managers. The 
data collected in this study provided valuable insight into the paradigm shift occurring in the 
educational needs of these managers.     
The study found that health reform had expanded the management responsibilities of  health-
care managers and increased the complexity of service delivery. Restructuring of the health 
industry decreased the number of managers, support systems, and career opportunities for 
managers and increased the manager’s workload, communication problems and the need for new 
knowledge and skills. In addressing the learning needs of health-care managers, the study found 
there were limitations in health management educational opportunities available to health-care 
managers. The findings also show that current health management education was focused on  
vi 
senior managers leaving the majority of industry leaders with limited learning opportunities to 
upgrade their knowledge and skills at a time of great organizational change. In addition, a 
classroom format dominated the learning delivery options for many managers.    
A list of fourteen management skills was used in the survey instrument to ascertain what new 
skills were needed by health-care managers following thirteen years of health reform. The 
findings show that of the fourteen skills, twenty-nine percent of health-care managers had no 
training and fifty-seven percent received their training through in-service, workshops and 
seminars. Irrespective of gender, age, working location and education the data showed that health-
care managers were mainly receiving training in change and complexity and people skills with 
less training occurring in planning and finances. Using the same fourteen skills, health-care 
managers priorized their immediate learning needs, listing the top three, as: evidence-based 
management, change and complexity and financial analysis. While evidence-based management 
and financial  analysis could be attributed to the introduction of a corporate management structure 
in the health industry, change and complexity was an anomaly as managers were already 
receiving training in this skill. Health industry stakeholders believed this anomaly was due to 
continued uncertainties with ongoing health reform and/or a need for increased social interaction 
during a time of organizational change. In addressing the many learning needs of health-care 
managers a new health management education strategy was proposed for the province  which 
included the need for an e-learning strategy.  
  The e-learning approach being proposed in this study is an integration of skill training and 
knowledge sharing directly blended into the workflow of the managers, using a variety of learning 
technologies. To support this idea, the study found that the majority of health-care managers were 
not only familiar with e-learning, they also felt they had the computer and Internet skills for more 
learning delivered in this manner. While a strong need for face-to-face learning still remained, a 
blended e-learning strategy was proposed for skill training, one that would accommodate the 
learning needs of managers in rural and remote areas of the province. Knowledge sharing 
technologies were also proposed to improve the flow of information and learning in small units to 
both newcomers and experts in the industry.  Since this would be a new strategy for the province, 
attention to quality and costs were identified as essential in the planning.  
The study found that after years of health reform a new health management educational 
strategy was needed for the health industry of British Columbia, one that would incorporate a 
number of learning technologies. Such a change in educational direction is needed if the health 
industry wishes to provide their leaders with a responsive learning environment to adapt to 
ongoing organizational change.   
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Chapter 1: Introduction  1 
Chapter 1 
Introduction 
 
Education is the most powerful weapon which  you can use to 
change the world. – Nelson Mandela                              
 
1.1 Introduction 
The focus of this study is two-fold – to understand the current learning needs of health-care 
managers in the health industry of British Columbia, Canada, and to demonstrate how e-learning 
may enhance choice and access to learning. For over a decade, the health industry in British 
Columbia has been experimenting with different reform methods  which have greatly changed the 
landscape of the industry affecting all health professionals, particularly its leaders. The need to 
study the education of health industry managers comes at a time when the industry is facing 
leadership recruitment and retention problems due to health reform, a pending retirement of the 
baby-boomer generation who are in leadership positions, and increased competition with other 
industries for management talent. The speed of health reform has challenged the capabilities of 
traditional learning methods and raised the question whether a new educational approach is 
needed. These factors provide the context in which the following study was undertaken.  
Data collected for this study was obtained from over five hundred health-care managers in the 
health industry of British Columbia, Canada. A combination of quantitative and qualitative 
methods  were employed to collect the data. A web-based survey was administered to health-care 
managers in six health authorities in the province.  in order to collect baseline data and identify 
group profiles. Overall, this study can be described as productive social theory in addressing a 
recognized change in learning needs of health-care managers following a period of health reform, 
a socially significant phenomenon in the province’s health industry. The data collected in this 
study reflects just one point in time since health reform is ongoing which inevitably keeps 
changing the learning needs of its leaders.  
This chapter is structured to provide information on frequently used terms and background 
information, followed by the purpose of the study and specific research questions. The final 
section presents an overview of the organization of the thesis chapters.   
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1.2 Frequently used terms  
This study focuses on three areas; e-learning, management education and the health industry. To 
understand the context of a number of frequently used terms in this study a brief description 
follows. Additional terms may be found in Appendix A.   
E-learning: The American Society for Training and Development (ASTD), in their statement on 
e-learning, describes it as “instructional content or learning experiences delivered or enabled by 
electronic technology” It goes on to say: 
Functionally, e-learning can include a wide variety of learning 
strategies and technologies, from CD-ROMs and computer-based 
instruction to videoconferencing, satellite-delivered learning and 
virtual educational networks(2001:7)   
According to Stuart, e-learning can also involve digital video disks (DVDs), e-mail, and live chat 
and the learning may happen synchronously (i.e. real time) or asynchronously (i.e students do 
coursework at their convenience)(Stuart 2004:1). A further clarification of the use of the Internet 
is provided by Markanen:    
From a user’s perspective, the World Wide Web has become 
synonymous with the Internet, although the Web, or WWW, is 
actually an Internet service that organizes information using 
hypermedia. It offers a uniform, easily used interface to the vast 
resources stored on the computers of the Internet. It allows the 
users of these computers to communicate with each other in ways 
that are inexpensive, easy to use, and very fast (Markanen 
1999:10).   
In this study e-learning will be used as a generic term to encompass internet-based, computer-
based, technically-mediated learning or learning provided in an Internet-based environment. In 
addition, e-learning will be extended beyond technology to a service where learning becomes an 
integral component of the work process.   
Funding: Throughout the study any reference to funding will be presented in Canadian currency. 
In a few instances where United States funding is addressed, Canadian rates will given with the 
United States rate presented in brackets. As a quick comparison, in recent years, the Canadian 
dollar has been between seventy-five to eighty-five cents on the United States dollar.   
Health-care manager: There are various definitions of managers in health care which may 
describe their activities as planning, organizing, directing, controlling and evaluating the delivery 
of health care services, or as being facilitators of interdisciplinary teams fostering the emergence  
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of projects aimed at improving practices, based on client needs (cited in Romilly 2005:10). In this 
study the term ‘ health-care manager’ is a generic term referring to all managers from the 
executive to the front lines of the health industry. Any reference to ‘senior health-care managers’ 
will refer to those managers at the executive/senior levels of the Health Authority who have 
responsibility for overall planning of service delivery. The use of ‘manager’ and/or ‘leader’ in the 
study is used interchangeably, the  reason for such usage can be found in Appendix A.     
Health Authority: The Canadian Centre for Analysis of Regionalization and Health defines this 
term as: 
Regional health authorities are autonomous health care 
organizations with responsibility for health administration within 
a defined geographic region within a province or territory. They 
have appointed or elected boards of governance and are 
responsible for funding and delivering community and 
institutional health services within their regions(2003:1) 
In this study the focus will be on the six health authorities (i.e. five regional and one provincial) in 
British Columbia.    
Health reform: The term refers to reform of the entire health industry or of any part of the 
industry, including individual programs and/or change created by temporary budget reductions. 
The cause of such reform, according to Vawdrey, emerges from four major issues facing 
governments and private health providers worldwide: ensuring patient safety, raising quality of 
care, increasing patient satisfaction and achieving cost effectiveness in operations and service 
delivery. He continues: 
Reform activities are putting the focus on the patient and 
expected health outcomes are being more clearly defined. This 
involves substantial business and culture change management, 
supported by information and communications technology 
initiatives. There is a shift from health IT [information 
technology] spending for its own sake to developing IT strategies 
that support reform initiatives (Vawdrey 2005:1) 
In this study, health reform in Canada, internationally and particularly in British Columbia is 
examined to provide background information on the organizational changes which health-care 
managers are experiencing in their working environment. 
Regionalization: The Canadian Centre for Analysis of Regionalization and Health describes 
regionalization as: 
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In the distribution of federal-provincial powers in Canada, the 
provinces are responsible for health care. In the 1990s most 
provinces in Canada partially devolved their responsibility to 
sub-provincial regions. The objective was to streamline the 
delivery system, making it less fragmented and more responsive 
to local needs. In some provinces additional goals were to 
increase community-based services, improve public participation 
in health care and to encourage policies and programs to promote 
health.   
Regionalization has taken different forms across the country. 
Typically, however, there is a provincially-appointed (some are 
locally-elected) board responsible for the delivery of health care 
services and programs to the region. The implications of 
regionalization for improving health effectiveness and efficiency 
and its broader social implications for community participation 
and understanding of health have yet to be adequately assessed 
(2003:1).  
In this study, the main focus will be on regionalization of health services in British Columbia, one 
province of Canada. 
1.3 Background to the study 
The health industry in Canada, as in other industrial countries, has been in the process of reform 
since the late 1980s. Briscoe, Dickson et al. describe this health environment as follows: 
For the past two decades Canada’s health system has been 
characterized as in perpetual crisis. Provincial and federal 
governments have commissioned five major reviews in the last 
five years, each tasked to uncover health system failings and 
prescribe recuperative actions (Briscoe, Dickson et al. 2005:6)  
Many fiscal and other challenges facing the health industry have resulted in health reform 
measures being introduced across Canada, varying from province to province. The primary 
method of reform for many provinces has been regionalization, a concept  described above. The 
causes for such reform are many, but the primary stimulus for change is rapidly increasing health 
costs. Such increased costs have been attributed to technology, greater public demand for health 
services, increased accountability, the need for improved efficiencies, and shifts in demographics. 
Decreased government funding has also contributed to the overall complexity of the problem. The 
situation has also been exacerbated by the recent trend to globalized health services. The 
ramifications of such health reform action for health industry managers as the leaders of the 
industry, are the focus of this study.       
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The effects of industry change on managers was noted by Briscoe, Dickson et al. who believe 
health reform has shifted the focus from health care to health, resulting in a paradigm shift in 
primary leadership responsibility. Thus, health leaders are no longer expected simply to be 
advocates for their part of the health industry (i.e. the hospital or the community), but are also 
expected to be advocates for the system itself. This need to be an advocate for health means the 
health leader is expected to lead all health industry participants to a common goal of improving 
the health of all citizens (Briscoe, Dickson et al. 2005:4). These authors go on to say: 
This change in the business environment together with structural 
changes to reflect the new vision (regionalization) has changed 
the very nature of leadership in health itself, and has raised the 
ante significantly for anyone who chooses to take on that mantle 
in the Canadian health arena (Briscoe, Dickson et al. 2005:4) 
This paradigm shift in health leadership requires greater collaboration with other leaders in the 
industry who in the past may have been competitors. As the old model of ‘heroic’ leadership – the 
dominance of one great person or small group- gives way to this new leadership approach, 
methods in developing such leaders will also need to be reassessed. The fundamental question is 
what learning method(s) will best meet these new challenges? This study will show the limitations 
of traditional learning options in addressing the new learning challenges for health-care managers 
and will examine the potential that e-learning offers as a solution.  
1.4 Overall purpose of the study 
Health reform has introduced many changes for health professionals, particularly managers with 
new skill demands and increased pressure to reassess old methods and practices. Having spent the 
past decade responding to the organizational changes, health-care managers are just now realizing 
their need for increased learning if they are to survive in the new working environment. This 
study proposes to describe the current working environment of health-care managers, their new 
management challenges, their learning needs and current health management educational options.  
Realizing the need for a more responsive learning strategy, an important goal of this study is to 
examine how e-learning may be used to enhance and address the learning challenges of  health 
industry leaders. The case study method was adopted to achieve this task. With such a method the 
assumption is made that the findings of this study will not only be of importance  to British 
Columbia but also to other jurisdictions facing similar health leadership change.   
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1.5 Specific research questions 
The key research questions which guided this study are as follows: 
1. How might recent changes in the health industry have affected the learning needs and 
priorities of health-care managers? 
2. What factors might hinder attempts to meet any learning needs and priorities of health-
care managers? 
3. What benefits might e-learning provide in overcoming hindrances to effective health 
management education? 
1.6 Significance of the study  
This study should be of particular interest to leadership education policy makers in the provincial 
government, health authorities and education providers. This study presents a practical approach 
to health management education, taking into consideration the necessity for a health industry 
focus, the need for a rapid response in identifying and locating learning opportunities for busy 
industry leaders and in considering different e-learning options. The approach being proposed 
may be significant to both organizations and managers in the health industry of British Columbia, 
with similar ramifications in other jurisdictions. While there are many discussions underway in 
Canada as to how to address the leadership crisis within the health industry, there has not been a 
great emphasis on e-learning. The reason why this study stresses the need for greater e-learning is 
that health-care managers need a faster response to both their information and learning needs 
which may only be possible through technology.    
1.7 Overview of the thesis  
Chapter two of this thesis describes the transition of the health industry since the 1940s in Canada 
and since the late 1980s in other jurisdictions. Information is provided on the creation of the 
Canadian publicly funded health industry, the reasons for reform, reform methods, and the 
Canadian reaction to such change. Health reform is then reviewed in a number of other countries 
noting similar reactions to such change. The chapter then focuses on the health industry of British 
Columbia, the location of this study, noting the service delivery challenges and costs, reform 
methods and, the reactions to reform. This chapter introduces the complexity of health reform, the 
global similarities of such change, and reactions to changing a vital social program.    
       
Chapter 1: Introduction  7 
Chapter three describes how change affects organizations and managers. The material looks at 
whether the health industry is well structured for change, features of the new organizational 
model, and the problems of changing complex organizations. The chapter examines how change 
affects managers by reviewing the evolving role of the health-care manager, pre- and post-reform 
changes and the new expectations for managers. This chapter will show how organizational 
change in the health industry has restructured the working environment of health-care managers 
creating new knowledge and skill demands.    
Chapter four focuses on the link between organizational change and learning by addressing the 
learning challenges of health-care managers and the importance of management education for 
health-care managers. A description is provided of the health management education 
opportunities currently available through the Health Authorities and higher education. This 
chapter will show that before health-care managers can address their new knowledge and skill 
demands they will need to address a number of learning challenges complicated by the lack of a 
provincial health management educational strategy and reduced learning options.      
Chapter five presents the research methodology adopted for this study in the form of a case study 
method using four datasets: quantitative and qualitative data from the survey,  interviews and 
stakeholder feedback. The web-based survey ideas, concepts, format, structure, sample, 
distribution and response is presented, followed by a presentation of the format, structure  and 
sample of the interviews. Health industry stakeholder format and discussions are then noted. The 
analysis and data triangulation is presented, along with the validation and reliability methods of 
the study. This chapter will show how the data was collected and the means used to assure data 
quality.   
Chapter six presents the findings of the study. Quantitative data from the closed survey questions 
is presented, in tabular and graphical form,  on  demographics, the skill learning needs of health-
care managers, and the views of health-care managers on e-learning. Key themes in qualitative 
data provided in the open-ended survey questions and  interviews is provided in also presented in 
tabular form. Stakeholder feedback is presented in a descriptive format. The chapter presents the 
findings of the study which forms the basis of the analytical chapters seven and eight which 
follow.  
Chapter seven analyzes health management education data by combining the quantitative and 
qualitative data from the survey, interviews and stakeholder discussions. The analysis is presented 
in three main sections which are on health reform, the need for new management skills, and 
learning barriers. This chapter will show that health-care managers are aware health reform has 
changed both their working and learning environments, that new skills are needed and barriers to 
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learning need to be addressed to enable them to manage a complex and changing organization. 
Twelve study conclusions are presented in this chapter.   
Chapter eight analyzes e-learning data by combining the quantitative and qualitative data from the 
survey, interviews and stakeholder discussions. The analysis is presented in four main sections 
which are on health-care managers’ views on e-learning, the benefits of e-learning for health-care 
managers, learner and organizational challenges with e-learning and a new health management 
educational strategy. Six study conclusions are presented in this chapter. The chapter also 
examines the use of learning technologies to integrate knowledge sharing and  e-learning directly 
into the workplace.  
Chapter nine, the final chapter, is a summary of the study. The  material examines what was 
learned relative to the three research questions. The limitations of the study and implications for 
further research are then presented followed by a final statement on the study.   
1.8 References 
Twelve hundred references were reviewed and seven hundred and eighty-two were used in the 
writing of this thesis. International, national and provincial reports and documents were examined 
in addition to a variety of alternative references on the main tenets of this thesis in organizational 
change, health reform, management education and e-learning. The material in many of these 
references formed the background for chapters one to four. This material was also augmented by 
the professional experience  of the researcher (Refer to 1.9 below).   
   In the area of health reform in British Columbia official studies were limited. Although there 
have been three reform methods introduced in the past thirteen years to restructure the entire 
health industry in the province, there has been only one official study of these, namely that by Val 
Roddick. Thus, Roddick’s study has been used extensively in chapter 2 in describing the effects 
of regionalization in British Columbia.  
1.9 Background of the researcher 
The researcher comes to this study with over forty years of health industry experience, primarily 
in Canada. This experience includes a variety of professional positions in nursing, administration, 
health professional education and private consulting, in government, non-profit organizations, 
professional associations and private industry, many at a senior level. As an administrative 
consultant with the Ministry of Health in British Columbia in the 1990s, the researcher had first-
hand experience working with the regions in the first and second reform processes. In the area of 
health management education, the researcher was the Executive Director of a national/ 
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international distance management education program for nursing leaders in Canada and other 
countries, and later as a university faculty member on an off-site campus provided management 
education to post-registered nursing students. It is from this background that the researcher has 
observed the effects of health reform on industry leaders and recognized a need to explore new 
learning options.   
1.10 Conclusion  
The health industry in Canada, and many other countries, has been in a process of reform since 
the late 1980s. This change process has not only affected all health personnel but all of society. 
The change process varies in different jurisdictions depending on the methodology used and the 
speed of reform. The focus of this study is on how such change has affected health-care managers 
and what this means to their professional development. It is the assertion of this study that 
traditional educational options cannot adapt quickly enough to address the speed of change and 
the learning demands of today’s health-care managers. A new learning strategy is needed. It is 
proposed that e-learning maybe one means to address this learning challenge. The material 
presented in the rest of this thesis is intended to defend this premise.     
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Chapter 2 
Health Industry in Transition 
 
I cannot say whether things will get better if we change; what I 
can say is they must change if they are to get better.                              
- Georg Christoph Lichtenberg  
 
2.1 Introduction 
This chapter provides an overview of health reform and what it means to the health industry of 
Canada, other countries and British Columbia, a western Canadian province. The material will 
show some of the reasons why a major, publicly funded social program has been pressured into 
organizational restructuring. It will also show that this societal and organizational shift occurring 
in Canada is not isolated to one country but has been an international trend for the past two 
decades. The importance of this information is to understand how health reform has affected the 
working and learning environments of health-care managers.         
The health industry in Canada, as in other parts of the industrial world, is undergoing a 
dramatic process of reform in which many of the causes of change are, largely, beyond the control 
of the system itself. This process has resulted in organizational change that appears to address 
these causes of change but which, for the most part, has become change for its own sake. 
Although understandable, or at least explicable, on the basis of policy ideals or organizational and 
management structure, some changes are not beneficial to the health industry. This policy shift to 
reorganize the health industry also reflects a potential or real change in societal values as noted  
by Somerville as follows:      
While having access to good health care when we are ill is 
immensely important to each of us, health care is never simply 
about health care, and certainly not in Canada. Our health care 
system defines us as communities, as a society, and as a 
nation……..Health care is a major force in determining what can 
be referred to as the ethical and legal tone of a society 
(Somerville 1999:xi) 
Kenny also links health care policy, values and the ‘common-good’ by stating that:  
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While we can acknowledge that policy is often a short-term 
political response, we must ensure that it reflects key societal 
values because policy is focused on the common good.  It is 
impossible to determine what that “common-good” is when there 
is no public forum in which to identify commonly-held values 
and no clear and respectful process for priorizing values in real 
decisions (cited by Somerville 1999:109) 
These societal values and principles will be referred to in this chapter in recognition of their  
importance to the overall health reform process. However, the main focus of the material in this 
chapter will be on the official reasons presented for health reform and the reform methods adopted 
by Canada, and particularly British Columbia.   
This chapter describes the evolution of the health industry in Canada from a mainly private to a 
publicly funded industry. As the industry evolved over the decades it adapted to increased 
demographics, new technologies, procedures and products, increased numbers of health 
professionals and increased costs. It is the fiscal crisis (i.e. less funding to provide more health 
services) that is presented as the primary reason for health reform in Canada. This chapter will 
show that this fiscal crisis is a complex problem. It is affected by federal/provincial funding 
arrangements, increased service demands and the emerging realities of a global economy. To 
manage this crisis, public policy makers in Canada have introduced two main reform methods; 
increased privatization and regionalization, with regionalization being its primary focus. As 
described in chapter one, regionalization is a decentralization of health services to health 
authorities, with each authority governed by a corporate board, responsible for all health services 
within a geographic region. In their efforts to achieve the most effective regionalization structure, 
British Columbia introduced three different regionalization models in thirteen years. These reform 
processes created major health service shifts, numerous human resource changes and lingering 
questions with regard to service quality and cost savings. Reactions to such change came slowly 
as communities and health stakeholders attempted to respond to the different reform processes. 
While Canada’s reform method may differ from other countries, the underlying fiscal pressures 
and reactions to such change have many similarities.   
The number of regionalization models introduced in British Columbia and the depth of societal 
and organizational change created by health reform took time to evolve. Because of this, health-
care managers are just beginning to understand the ramifications of health reform on their career 
development. The key elements of this thesis will be to see how health-care managers assess their 
new learning environment, what new skills they see as important in their restructured workplace, 
and their views on using learning technologies. Since the changes being experienced by health-
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care managers in British Columbia are not necessarily different from other industrial countries, 
the information in this study may be beneficial to other jurisdictions.   
The information in the next three chapters is structured to describe the learning problem which 
has emerged for health-care managers following years of health reform. This chapter presents an 
overall description of health reform in three sections. The first section presents background 
information on the health industry in Canada, its evolution, and the reasons for and reactions to 
health reform. The second section looks at health reform in other countries and how these 
countries have responded to such change. The third section focuses on the health industry of 
British Columbia, its service delivery challenges, reform methods and reaction to such change.     
2.2 The Canadian public health industry  
To understand the Canadian health industry the following section will present information on the 
historic roots of Canada’s publicly funded health industry and how it is funded. Information will 
be provided on  the escalating costs of providing health services, a factor often stated as the main 
reason for health reform. The methods of health reform used in Canada will be examined as well 
as the reaction to such reform. Finally, globalization will be addressed as to its implications for an 
industry already undergoing considerable change.   
2.2.1  Background to Canada’s publicly-funded health system 
The Canadian publicly funded health care system arose in the aftermath of the Depression and 
World War II to protect individuals and families from financial disaster in the face of catastrophic 
illness. Initial discussions about transferring hospital and medical services from the private to the 
public sector began in 1945 but it took many years before the concept was adopted by the federal 
government. The first step  was taken by the provinces (Robertson 1980:3). In 1947, 
Saskatchewan, another of Canada’s western provinces, introduced  the first compulsory hospital 
insurance plan, which was adopted by several other provinces over the next decade. In 1958, the 
concept  was finally accepted by the federal government as a national hospital insurance plan. 
This plan for hospital services incorporated five fundamental principles which in 1984 were   
reinforced in The Canada Health Act. These principles are:  
(1) Universality, public health care insurance must be provided to all Canadians;   
(2) Comprehensiveness, all medically necessary services are covered by public health care 
insurance;  
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(3) Accessibility, financial or other barriers to the provision of publicly-funded health 
services are discouraged, so that health services are available to all Canadians when they 
need them;  
(4) Portability, all Canadians are covered under public health care insurance, even when they 
travel within Canada and internationally or move from one province to another; and 
(5) Public administration, which requires provincial and territorial health care insurance 
plans to be managed by a public agency on a not-for-profit basis (Kirby 2002:1) (Vail 
2001:6).  
In 1960, Saskatchewan expanded its hospital insurance coverage to include medical services 
and, eight years later, the federal government followed suit in expanding the national insurance 
program to cover physician services. The combined program (hospital and medical services ) was 
called ‘Medicare’. While this medicare system covered hospital and medical services, it did not 
cover home care, drug therapies, home medical equipment, assisted-living supplies and equipment 
and health services such as physiotherapy and occupational therapy, services increasingly needed 
in recent years because of an aging population and increased chronic illness (Roddick 2001:10).  
During the decades of the 1970s and 1980s the health industry continued to expand with new 
technologies and increased service demands.  
The Canada Health Act  “affirmed the federal government’s commitment to a universal, 
accessible, comprehensive, portable and publicly administered health insurance system. The Act’s 
aim was to ensure that all residents of Canada had access to necessary hospital and physician 
services on a prepaid basis. The Canada Health Act defines for the provinces the criteria and 
conditions that they must satisfy in order to qualify for their full share of the federal funding 
transfers”(2004:1). Under the Canadian constitution the provision of health services is a 
provincial prerogative, making funding agreements between the two levels of government 
extremely important.  
2.2.2  The federal/provincial funding agreements  
Funding has been a primary issue in dispute between the federal and provincial governments since 
the incorporation of the publicly funded health system. Over the decades there have been three 
major financial agreements between the governments, each having its own imprint on the health 
industry. The first federal transfer arrangement for health began in 1957 with the Hospital 
Insurance and Diagnostic Services Act in which federal funding matched the costs of providing 
hospital insurance in the provinces on a per-capita basis. In 1968, with the passage of the Medical 
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Care Act, federal contributions were extended to physician services. This agreement was 
described thus:  
These funding arrangements were based on 50/50 cost sharing 
for eligible provincial hospital and physician services, not all 
provincial expenditures. The federal share in the final year of this 
cost-sharing regime for total physician and hospital services was 
close to 47%, which can easily be assumed to be close to 50% of 
eligible services (cited in Romanow 2002:36)     
By 1977, due to burgeoning costs, the federal government introduced the second transfer 
agreement known as Established Program Financing (EPF) which imposed limits on federal 
contributions in return for the transfer of tax points to the provinces. This agreement:  
 …… effectively broke the link between actual expenditures for 
hospital and physician services made by the provinces and 
territories and the level of transfers [funding]for health. From this 
point on, increases in federal funding were based on a formula in 
which transfers increased in relation to growth in the economy 
(measured as per capita Gross National Product) rather than 
based on actual provincial and territorial expenditures for 
hospital and physician services. The importance of this change 
was that after EPF, provincial expenditures on health that 
exceeded the rate of economic growth and population were borne 
exclusively by provincial governments (cited in Romanow 
2002:37)  
The provinces soon discovered this new funding formula could be changed by the federal 
government. In 1982, the federal government unilaterally changed the formula, then in 1989 
reduced entitlements and later froze the funding at the 1989/90  level. As the federal contributions 
were decreasing, health industry costs to the provinces were expanding, leaving the provinces to  
absorb an ever-increasing share of costs. As this inverse relationship continued, conflicts 
developed, as acknowledged by Romanow: 
Provinces accuse the federal government of no longer 
shouldering its traditional share of the rising costs of health care 
while the federal government counters by saying provinces have 
chosen to finance tax cuts over health care (Romanow 2002:36). 
Negotiations between the two levels of government produced little relief. In 1995, the third 
federal transfer agreement was introduced in the form of the Canada Health and Social Transfer 
(CHST) which was contentious from the start:  
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In addition to health care and post-secondary education that were 
part of the EPF, social assistance and social services were added 
to the new omnibus CHST transfer……..The combination of 
funding three major social programs through a single block 
transfer, in addition to the complexities of the cash and tax 
portions of the arrangements, make estimating the value of the 
federal contribution to health care extremely obscure to even the 
most informed (Romanow 2002:38).  
Boychuk argues that in this CHST arrangement the federal government slashed its contribution to 
social programs from $18.5 billion to $12.5 billion, reducing their original fifty percent 
contribution to slightly more than twenty percent. For some provinces this figure was even lower 
(for British Columbia the federal contribution was only twelve percent) (Boychuk 2002:12). In 
addition, under the CHST, there was no mechanism for natural increases in health-care spending 
in the calculation of federal transfers. Any increases in CHST were at the discretion of the federal 
government (Romanow 2002:39). This funding shortfall has left the provinces with little 
maneuverability to improve health care and provincial leaders warned their residents that health 
care spending was  “crowding out” other public spending and priorities such as education, 
infrastructure, debt reduction and tax cuts. In 2002, a Senate Committee added that:   
The publicly funded health care system is not fiscally sustainable 
given the funding levels and that, consequently, more money is 
needed to restructure and renew Medicare and to close the gaps 
in the existing health care safety net  (Kirby 2002:3).  
In 2004 when the federal government, prior to an election, finally agreed to transfer billions of 
additional funds to the provinces as a one-time offer, the provinces argued that it was not enough 
to compensate for the previous years of decreasing payments. While this Senate Committee 
recommended increased federal presence in Medicare (Kirby 2002:5), there is no evidence to date 
that this recommendation is being considered. As federal/provincial negotiations continue, it is 
important to understand the revenue source (s) for such funding.  
2.2.3  Source(s) of  health revenue  
According to Romanow, “seventy-one percent of the total funding for Canada’s health care 
system comes from taxation”.  Romanow points out: 
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In countries such as Germany, Japan, France and the 
Netherlands, the majority of funding for health care comes from 
social insurance premiums in the form of employment payroll 
taxes. In most developed countries (other than those that rely 
heavily on social insurance) between 70 to 80% of  total health 
care  is funded through the taxation system (Romanow 2002:24). 
Although Romanow believes that Canada does not appear to depend too heavily on taxes, he does 
admit that Canada differs from other countries in the area of co-payments and user fees:  
While Canada relies almost entirely on taxes to fund hospital and 
physician services, co-payments and user fees for these services 
are common in most OECD countries. At the same time, Canada 
relies more heavily on private insurance and out-of-pocket 
payments for health care services that are not covered by the 
Canada Health Act (Romanow 2002:24).  
Kirby argues that  “Canada’s personal taxes are the highest of the G7 countries and among the 
highest in the OECD” (Kirby 2002:4). Thus, if  Canada’s single public funder/insurer system is to 
survive then both Romanow ( asking for an additional $6.5 billion) and Kirby (asking for an 
additional $5 billion) see the only solution as an increase in federal funding to the program 
obtained through other forms of taxation (Kirby 2002:30);(Romanow 2002:xxx - xxxiv). 
Knowing that more direct taxes would not be politically acceptable, Kirby explored such options 
as, earmarked taxation, payroll taxes, national health care premiums, user charges, medical 
savings accounts and pre-funding for health care (Kirby 2002:16-23). Both studies, while 
acknowledging the high tax burden on Canadians, recommended that the only solution to health 
cost increases was to further increase taxes or other public payments.    
While taxation makes up seventy-one percent of health care revenue in the form of provincial 
and federal personal and corporate income taxes, some provinces have already introduced other 
funding strategies. For example, British Columbia and Alberta, two of Canada’s western 
provinces, use health-care premiums (2002:3). In addition, British Columbia directs some funds 
from a provincial lottery towards health care, demonstrating that other funding measures have 
been considered. With the public resistant to increased taxes, survey findings suggest that they 
would support any increase in funding for health services from surplus funds, co-payments or 
other government programs (Vail 2001:21). While national health studies have explored other 
options, to date, taxation and premiums remain the primary funding sources.   
The above material on federal/provincial funding agreements and revenue sources is a brief 
summary of a highly complex topic. The purpose of this material is to provide an understanding 
of the reasons for health reform at a time of rising health costs. What is evident is that after three  
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decades of growth, the major burden of funding the health industry has shifted to the provincial 
governments who find themselves borrowing from other public programs to sustain health care.  
The next issue is to understand why health costs are rising so rapidly.  
2.2.4 Health industry costs  
In thirty years Canada’s spending on health care has gone from 7 to 9.1 percent of the Gross 
Domestic Product (GDP).  Romanow reported that public costs have gone from 5 percent to 6.5 
percent of the GDP. However, in comparing Canada with specific OECD and G7 countries, he 
believed that:  
…Canada’s spending on health care on both a per capita basis 
and as a percentage of GDP is slightly higher than the OECD 
average but very comparable to the G7 average (Romanow 
2002:32) 
But health costs in these countries may not provide an accurate and valid comparison. Alvarez 
states that although “health expenditure as a percentage of GDP has increased in all the G-7 
countries over the past twenty-two years” (cited by Somerville 1999:29), this comparison with 
Canadian health costs does not take into account population and economic variables. More 
specifically, since 1977, the growth in health industry spending in Canada has averaged  0.8 
percent higher than the growth of the economy. It has increased from $11 billion in 1977-78 to 
$56 billion in 1999/2000. For a brief four years in the mid-1990s (1993-1997) health care 
expenditures in Canada actually declined at a rate of 0.6 percent a year, but rebounded again in 
1999. It is for this reason that Boychuk concluded:  
The existence of a fiscal crisis of health care in Canada is not 
evident in current expenditure patterns… Provincial health 
expenditures relative to GDP are the same now as they were a 
decade ago and recent patterns of expenditures increases are, in 
part, a response to pent-up demands created by expenditure 
restraint in the mid-1990s (Boychuk 2002:iv & v).  
Boychuk insisted that as the provinces recovered from the 1993-1997 fiscal restrictions created by 
reduced federal funding, they began to reinvest in the health system. By 2001 the provinces had 
almost reached the amount that they would have spent in the 1992-2001 period if they had simply 
maintained per capita expenditures at the 1992 level (Boychuk 2002:3). But Kirby argued that 
Boychuk did not consider earlier federal/provincial funding issues or projected costs which were 
expected to increase at a rate higher than the growth in either GDP or government revenue. In 
addition, Boychuk saw health care crowding out the provision of other public goods as strictly a 
provincial issue whereas Kirby saw it as affecting both levels of government (Kirby 2002:3).    
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The Canadian Institute for Health Information (CIHI) reports that, after inflation, in 1999 health 
spending nationally grew by 4.4 percent and another 4.9 percent in 2000 (Fyke 2001:71).  By 
2001 CIHI had estimated that health expenditures accounted for 9.3 percent of GDP, down from 
the 1992 peak level of 10.1 percent.  Health-care spending was accounting for approximately one-
third of all provincial program expenditures (2002:3). It is estimated that even with modest 
changes in the current pattern of service delivery, health expenditures will increase by 
approximately 5 percent per year over the next twenty-seven years, for a total increase of almost 
150 percent by 2026 (Mazankowski 2001:1).  It is this long-term projection which is troubling for 
all governments:  
……the critical issue is not so much whether Canada’s health 
care system is financially sustainable today but whether it will be 
sustainable in the future, given the current trends and increasing 
costs (Romanow 2002:31). 
The question is what is contributing to these increased costs.  Are there specific items or is it a 
combination of factors?  
One reason for the rise in health costs is that, since the 1960s, many new complicated surgical 
procedures such as cardiac bypass, hip replacement, or organ transplant, and special-care units 
have been introduced into the  health service. An example of this cost increase is provided by Dr. 
Penny Ballem,  Deputy Minister of Health Services and Health Planning for British Columbia: 
Advances in coronary angioplasty – balloon angioplasty- will 
give you an idea of the kind of incremental costs we’re talking 
about. We currently provide about 4,200 procedures a year for 
the province at a cost of $14 million. In 1995, 3,000 cases were 
performed at a cost of $6.6 million. We’ve increased our services 
by 40 percent but our costs by 112 percent. Why is this? Well, 
first, the actual techniques and technology have improved.  The 
improvement gives us better outcomes, but it costs more – more 
expensive catheters, more expensive technology.  You need 
better expertise, so you’ve got higher training needs. Even 
though we get better outcomes, the incremental cost rises (cited 
by Roddick 2001:7). 
Similarly, the number of pharmaceuticals which doctors can prescribe have increased over the 
decades  and have also contributed to the rising cost of health care. In the early days of Medicare 
prescriptions were limited to a few hundred (Roddick 2001:7), whereas now, as Kirby reported:  
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The cost of drugs currently accounts for over 15% of total (public 
and private) health care spending……..between 1990 and 2000, 
drug spending per capita increased by almost 93%, more than 
twice the average increase for health care spending in total 
(Kirby 2002:2)  
Cost increases can also be attributed to doctor and patient behaviour. The doctors, identified as 
the gatekeepers of the health system, order the tests, procedures and medications and do the 
surgery. As such, the doctors have often been accused of over-servicing their patients  which they 
attribute to increased liability if they fail to provide the highest quality of care. While increased 
technology and greater utilization of services have been seen as key contributors to increased 
costs, Romanow has commented:   
The cost of hospital and physician services has grown at a much 
slower rate than other health care services and programs covered 
by the provinces and territories……….per capita spending on 
hospital and physician services is currently no higher than it was 
in 1991 when it reached a peak of $1,265 per person (Romanow 
2002:32)  
Nevertheless, such costs remain high and even if they are growing more slowly than in the past, 
without controls, continued cost increases can be expected.   
As for the public, there are two main trends  which affect service utilization. On one hand, the 
public’s expectations of a publicly funded health system continues to grow, aided by direct media 
marketing of the latest health technologies and pharmaceuticals and the public’s increasing access 
to the Internet. Today, impatient consumers of health services expect faster access to care and are 
frustrated with long waiting lists. They also come to the doctor’s office armed with the latest 
health information obtained from the Internet, and insist on e-mail access for physician/patient 
communications and web sites to check on their doctor appointments and surgical waiting status. 
This trend is expected to increase as the baby-boomer generation enters its senior years. On the 
other hand, there is a certain population that have traditionally over-utilized the health services:   
It is a well-known and extensively documented that a relatively 
small proportion of the population use a very high proportion of 
health care services, both in any one time period and over longer 
times. A recent study in B.C. [British Columbia]….shows that 
the five percent of the adult population with the highest use of 
physicians’ services (measured in dollars of billings) not only 
accounted for 33.7% of total billings, but made up 43.5% of 
hospital admissions and used 69.3% if inpatient days (Kirby 
2002:21). 
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The  possibility of limiting public expectations has not been addressed by either federal or 
provincial governments. A totally publicly funded health system has been entrenched by 
Canadian federal politicians as a citizen’s ‘right’, preventing any major changes in a program that 
was created to address the health needs of prior decades. Controlling the behaviour of physicians 
and/or patients may prove difficult in a society well-indoctrinated with consumerism within a free 
health system.  
Other factors have also been identified as contributors to rising health costs. They include: the 
growing elderly population, particularly the age group eighty-five and over requiring more long-
term care; new diseases (i.e. HIV/AIDS) and drug-resistant diseases (e.g. Tuberculosis); changing 
expectations (e.g. home care); higher rates of chronic illness; and a growing shortage of 
professional resources (i.e. doctors, nurses, and other professionals) (Mazankowski 2001:2). 
While a cross-national comparison of health systems using Organization of Economic 
Cooperation and Development (OECD) data in Europe dismissed an aging population, physicians, 
hospitals and technology as contributing to health costs on their own (Reinhardt, Hussey et al. 
2002:3), the study did not provide any practical solution to the inevitable absorption of public 
funds for health care if such costs are not brought under control. This ongoing struggle to control 
health costs became the focus of innumerable studies and has been presented as the primary 
reason for health reform.  
2.2.5 Methods of health reform  
Common themes in health industry studies (Mazankowski 2001:6-10) (Fyke 2001:90-94) have 
been the need to improve the organization of the industry, increase quality and accountability, 
better manage human resources, undertake primary care reform and focus more on population 
health rather than acute care (hospital) medicine (Roddick 2001:8). Two fundamental approaches 
in dealing with the Canadian health industry funding pressures have emerged. One perspective 
insists there is enough money in the system and that improved efficiencies should be the main 
thrust e.g. restructuring the health care model, removing fee-for-service payments to doctors and 
expanding primary care reform. The second view  holds that, while restructuring and reform are 
necessary, new money is also needed. (Roddick 2001:9). Currently in Canada both views are 
guiding the actions of provinces as all parties realize that simply throwing more money at the 
system without fundamental reforms will not achieve long term sustainable benefits. Faced with 
steadily rising health costs and reduced funding, health reforms have been gradually introduced.    
One of the first steps in health reform was to try and reduce health-service utilization. In this 
regard the Canadian government has heavily promoted preventive care and primary care change. 
By promoting a better lifestyle through diet, exercise, and less invasive therapies, it was thought 
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that the population would be healthier and thus need fewer health services. Should health services 
be needed, an improved primary care route would address minor and/or chronic health problems,  
reserving the more expensive services for those  with critical illnesses. Primary health care, a 
patient’s first point of contact with the health care industry, would be composed of groups of 
health care professionals including physicians, nurses, nurse practitioners, physiotherapists, 
dietitians, midwives, and psychologists  (Kirby 2002:1). According to Ramanow:  
It is about transforming the way the health care system works 
today – taking away the almost overwhelming focus on hospitals 
and medical treatments, breaking down the barriers that too 
frequently exist between health care providers, and putting the 
focus on consistent efforts to prevent illness and injury, and 
improve health (Romanow 2002:116)   
Such measures were expected to save money and improve health. But in an assessment of the 
development of such primary care initiatives, Romanow states that: “progress to date has been 
fragmented and far too slow”.  Unable to move more rapidly along this route the Canadian 
provinces, the providers of health services, have proceeded with other strategies.   
In a move towards increased privatization the provincial governments began to de-list (i.e. 
remove from medicare funding) certain provincially funded services.  The items de-listed in 
Canada were remarkably similar to those de-listed earlier in Britain (Tuohy 2001:27) and in 
Australia (Murray 2002:12). This de-listing automatically opened the door to private health 
insurance to cover such health services as dental and eye care, physiotherapy, occupational 
therapy, prescription drugs, ambulance services, and upgraded hospital accommodations. This 
gradual move towards privatization was expanded in recent years to include  the introduction of 
private medical diagnostic and treatment clinics, expansion of private industries in the health 
system with public/private partnerships, and outsourcing of institutional services such as laundry, 
dietary, and housekeeping (Fuller 1998:5). The reaction of Canadians to such privatization is 
mixed. Some Canadians believe that any element of privatization creates a two-tiered health 
system, with the rich having differential access to care than that available to the poor. But this 
view is not held by all. A 2001 opinion poll by the Conference Board of Canada found:  
40 to 50% of Canadians do not oppose a move towards a two-tier 
system (i.e. the availability of a privately funded system in 
addition to the publicly funded one), particularly in the event that 
the public system is unable to provide them with the necessary 
services (Vail 2001:ii) 
Kirby predicted, the move toward privatization may be initiated through a different route 
altogether. He stated that  “under the Charter of Rights and Freedoms, governments may no 
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longer be able to deny Canadians the right to purchase private health care insurance that would 
enable them to receive and pay for health services in Canada” (Kirby 2002:31); in short that 
regardless of majority opinion, privatization may be sparked by individual Canadians demanding 
a right to other care options. Kirby’s forecast became reality on June 10, 2005 when the Supreme 
Court of Canada ruled that: 
…the Quebec [an eastern province of Canada] ban on private 
insurance for medically necessary services violates Quebec’s 
charter of rights because care in the public service  is so slow and 
it endangers life and personal security (Bueckert 2005:1). 
The Quebec provincial government has requested a delay in implementation of the ruling but this 
decision has opened speculation that increased privatization of health services in Canada is 
imminent.  
What is not clear to many Canadians is that Canada’s Medicare system is already thirty percent 
private. Some form of private system has existed in tandem with the public system from the 
beginning of Medicare. This private health system has been in the form of private not-for profit 
but publicly-funded facilities (i.e. long-term care institutions) and private care for ‘not medically 
necessary’ services (e.g. cosmetic surgery). So, it is not surprising that policy makers feel that 
what is needed is to convince the public of the benefits of a more balanced public/private system 
in which the health needs of its citizens can be met fairly, equitably and in an economically 
rational manner (Roddick 2001:63 & 64). To support this public/private plan, Ramsay states that a 
publicly or privately funded health care system can deliver timely, quality care. He also notes that  
other countries with a public/private health system have measures to ensure their citizens receive 
care when needed regardless of their ability to pay (Ramsay 2001:5). In the end, how Canada 
addresses the public/private issue will depend very much on what the political climate will 
tolerate. So, while the first reform step of de-listing services met with some resistance, the policy 
has continued to evolve across Canada with provinces considering different privatization paths.  
The next step in reforming the health industry was to address the  government’s concerns over 
the need for greater efficiency in service delivery. Surveys showed that seventy-eight percent of 
Canadians believed that waste, duplication and overlap of services and  programs posed a 
significant threat to the viability of the health system. According to Vail, many fiscal pressures on 
the health system may possibly be due to mismanagement (e.g. lack of planning, duplication, 
political expediency) and/or abuse or misuse by patients and providers (Vail 2001:20). But Fyke 
argued that trying to determine the efficiency of the health system has been hampered by a lack of 
data on the cost of basic procedures and services such as a routine X-ray, because no one has been 
asked to collect such data. This argument supports those who are against simply pouring more 
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money into the system as they see public funds being wasted, often in large quantities, at the same 
time that people need timely, quality services (Fyke 2001:72). 
Recognizing these data limitations, policy makers proceeded with cost restraints from 1993-
1997, reducing federal government funding to the industry in order, as they saw it, to apply 
pressure to the health organizations for greater service cooperation and coordination. Tuohy refers 
to this measure as “incremental reform under fiscal duress”. She says that in the Canadian 
approach:  
The mechanisms of fiscal constraint were blunt, and left the 
essential design of the system unchanged. There was no 
experimentation with ‘internal market’ reforms as in Britain and 
New Zealand, and no deliberate shifts in policy to favour private 
finance as in Australia (although the system underwent a degree 
of “passive privatization”….)(Tuohy 2001:12) 
The funding shortfall resulted in an expected reduction of services which in turn increased waiting 
lists for diagnostic and surgical procedures and, in some instances, increased premium payments.   
Funding reductions proved to be an effective catalyst for change as provincial governments 
moved to reduce duplication of services by amalgamating health facilities, particularly those 
providing similar services (i.e. hospitals) or those in close proximity to each other. Amalgamation 
progress has been slow for many reasons including; the complexity of organizations, ownership of 
health institutions, and the willingness of both the public and professional groups to cooperate in 
such change.1   Nevertheless,  several provinces, recognizing the cost-saving implications of such 
amalgamations, took the additional step of introducing regionalization. The reform method of  
regionalization incorporates all health services  (i.e. short-term and long-term hospital services, 
community services such as public health, long-term nursing care, mental health and addiction 
services) within a geographical region under a single governing board and management structure.  
Health-care regionalization has been a well-recognized concept in Canada for over fifty years. 
It simply has become more prominent in the past fifteen to twenty years (Lewis 1997:4). 
Regionalization was intended to address such items as: system fragmentation, excessive  
dependence on the medical model, extensive duplication of services, an unresponsiveness to local 
needs, institutional, provider interests taking precedence over user interests, and a need for greater 
accountability (Kouri 2002). This concept was facilitated by a funding formula which placed 
emphasis on population health rather than on individual health (Lewis 1997:1). In time, as each 
_________________________________________________________________________ 
1:  Personal experience: As an Administrative Consultant with the British Columbia Ministry of Health I was 
responsible for introducing such changes in the 1990s. 
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province worked to reform their own health system, regionalization became tailored and varied in 
size, structure, scope of responsibilities, and number of regions.  
Thus, in Canada the steps used to control health costs, increase efficiency and streamline health 
services were prevention of illness, primary health care, privatization and regionalization. 
Provinces adapted these processes in different ways over the past ten to fifteen years and the 
outcome has varied from one province to another because of different regionalization plans, 
geographic and demographic issues and competing agendas. It took some time for the public and 
health community to react to such changes.  
2.2.6 Reaction to health reform in Canada  
Reactions to health reform in Canada have been varied. One criticism challenged the need for 
such a massive change when less drastic measures may have worked equally well. Saul states that 
in this push for health reform, society is “confusing symptoms for systems and are seeking new 
directions to resolve society’s fundamental problems”. In this light, he says: 
We regularly advocate abandoning a tired, unfortunate past in 
order to progress to something entirely new. This tendency to 
consider only what are perceived to be new solutions is one of 
our era’s most dangerous failings, as it often serves a purpose 
quite different from solving problems (cited by Somerville 
1999:4)   
In asking whether the degree of health reform was necessary, Saul goes on to say: 
There is a considerable difference, after all, between diagnosing a 
systemic problem that affects an entire organism, and identifying 
a symptomatic problem that requires not replacing the whole 
system, but rooting out the cause of the symptoms (cited by 
Somerville 1999:4)  
While the health community supported Saul’s view on health reform, this was not necessarily the 
perspective held by the public. In a 2000 public survey almost ninety percent of respondents 
indicated that “a lot of change” was needed in the Canadian health system (Vail 2001:9). The 
question was the degree of change. A 2001 survey of the Canadian College of Health Service 
Executives (CCHSE) found the major issue with regard to organized, strategic health system 
revitalization was a lack of consistent vision, constant change and shifts in direction. The college 
felt that excessively rapid and often unplanned change  undermined the ability of the system to 
provide quality care for Canadians. The findings also showed that each change in leadership 
brought different visions, styles and priorities. The linkage of health care reform and cost 
containment was considered erroneous, and the magnitude of the change was underestimated 
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(2001:ii). Studies were beginning to show that this massive social experiment was ill-planned and 
cost savings, supposedly the primary reason for such change, were not substantiated.  
In  2002, the Canadian Centre for the Analysis of Regionalization and Health (CCARH) 
released the results of its second cross-country survey of regional health authority board members, 
senior managers and government officials. Support for health reform remained strong across the 
country, but a third of the respondents believed service quality had declined as a result of rapid 
change and inconsistent funding. Regional health authority respondents felt they were being 
restricted by provincial governments and, surprisingly, health ministry officials generally agreed. 
Only half of the board members, and a third of the regional health authority, chief executive 
officers and health ministry officials, believed the division of authority between the health 
authorities and provincial officials was clear. Seventy-one percent of all government respondents, 
but only a quarter of those  with the health authorities, believed vested interests had too big a say 
in board decisions (2003:1)  These findings support Saul’s argument that such massive 
restructuring of the health industry has driven the industry to concentrate on care requiring 
increased technology and services, avoiding the prevention of illness, a focus  which would have 
required thinking about the shape of society (cited by Somerville 1999:13). Attention and funding 
continues to be focused on the latest health products and procedures with less effort given to 
preventative health measures and improved lifestyle.     
Another perspective on regionalization as a method of health reform was on the intended 
objective of increasing access to decision-making, understanding and participation by the local 
population. Lewis stated, health regionalization has created an additional bureaucratic step 
complicating an already-complex structure and actually decreasing participation. He pointed out 
that regionalization has wiped out a huge governance apparatus of local institutional and agency 
boards. Not only are there fewer boards but in many communities, particularly rural and remote 
areas, power has been  “devolved up” since  every local program and service is now accountable 
to a regional board. This has forced citizens into a stretched concept of community and has made 
regional health decisions both a programmatic and symbolic issue for a small community’s self 
and external image. In the end, the concept of mobilizing decision-making at the regional level 
has not replaced the provincial or federal dimension of health politics, it has simply added another 
management layer to the system (Lewis 1997:2). The main question which remains unanswered 
is, whether or not these reforms and an additional layer of management has contributed to a 
reduction in costs.   
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The link between reform and savings was addressed by Strassman who stated that reinventing 
government does not deliver savings if the scope of government services keeps expanding, which 
is precisely what is occurring in most health jurisdictions. Strassman says: 
It is difficult to understand how executives can subscribe to 
severe reengineering practices while preaching individual 
empowerment, partnership, participative management, 
knowledge-driven enterprise, learning corporations, employee 
stock-option gain sharing, fellow-worker trust, common bond, 
shared values, people-oriented leadership, cooperation and long-
term commitment.  Dismissing employees on a large scale, 
accompanied by incentives for long-term employees to resign 
voluntarily, paralyzes those who are left with fear and an 
aversion to taking any initiatives. It will force out those who are 
the most qualified to find employment elsewhere (Strassmann 
1995:2)  
What was occurring in the health industry, like other redesigned industries, was that newly 
restructured organizations had to adapt to changing executive officers who advocated a whole 
range of complex new management structures and ideas in an environment suffering from a 
reduced number of experienced staff. These difficulties might have been accepted if a link could 
have been established between health reform and an improved health status for Canadians. 
However, linking this key indicator to health reform would be difficult. Lewis states that 
population health status is largely a function of circumstances outside the control of the health 
authorities. The regional health authority mandate to improve health status is restricted to 
outcomes affected by services under its control. In short, unless there is a widely shared public 
understanding of the political dimensions of health, the health authorities may be facing 
insurmountable challenges trying to balance cost and service demands (Lewis 1997:11).  
Thus, ongoing support of health reform will depend on whether the public and/or health 
stakeholders continue to recognize the legitimacy of such reform. Lewis points out that the 
legitimacy of such reform has three elements: whether the provincial government’s actions are 
seen to be credible and well-motivated; whether the regional entities are perceived to be properly 
structured and entitled to authority; and whether the environment (e.g. concurrent government 
actions or policies) surrounding the process promotes or detracts from the successful 
implementation (Lewis 1997:4). Many of these factors have yet to be fully assessed by either the 
public or policy makers as the reform process is ongoing. The fiscal crisis in health care has been 
shown to be but one of a number of issues pressuring government to reform, with the public and 
even many health stakeholders unaware of all the issues. While Canadians continue to struggle 
with the effects of health reform at home another emerging issue  which may introduce further 
changes to the industry is the globalization of health services.   
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2.2.7 Globalization of health services 
Romanow indicates that Canada has been involved with a number of international agreements, all 
having potential effects on the health industry. These agreements are: The North American Free 
Trade Agreement (NAFTA), the World Trade Organization (WTO) Agreement on Tariffs and 
Trade, The General Agreement on Trade in Services (GATS) and the Agreement Respecting 
Trade-related Aspects of Intellectual Property Rights (TRIPS) (Romanow 2002:236). While each 
agreement has its own exceptions, according to Romanow, “there are no clear definitions of what 
constitutes a social service or what determines whether a service is established for a public 
purpose”. He goes on to say: 
To date , Canada has chosen not to make hospital services and a 
whole array of health services subject to the GATS or to open 
them to foreign private investment or delivery by foreign-based 
companies (Romanow 2002:236)   
There is concern that if the federal or provincial governments make changes in the health 
industry, the international door could be opened. For example, according to Romanow: 
If governments were to include some expanded level of 
pharmaceutical insurance, incorporate some range of home care 
services under the Canada Health Act, or allow private for-profit 
organizations to deliver health care services, then international 
trade agreements could come into play (Romanow 2002:237)   
The June 2005 decision of the Supreme Court of Canada, noted earlier, in which the ban on 
private health insurance for medically necessary services violated Quebec’s Charter of Rights, 
may have opened the door to greater private health services and, thus, greater international input 
into Canada’s health industry.  Kirton already anticipated such a move and says:  
Canada could see much of its medicare system whittled away 
under the WTO [World Trade Organization] General Agreement 
on Trade in Services. Services such as labs, food services, 
janitorial services, accounting, data processing, 
telecommunications and even hospital administration in the form 
of management consulting are already under the purview of the 
WTO’s agreement on trade in services (cited by Laidlaw 
2001:1).   
The provincial governments in Canada are caught in a dilemma. Without health reform they 
cannot control rising health costs  which are adversely affecting other public programs, and if they 
do make reforms they are potentially opening the international trade door. With such competing 
forces from both inside and outside the country, Canada’s health reformers will have a major 
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challenge in trying to adhere to the values of Medicare’s founders while acknowledging the view 
of such writers as Somerville who believe:  
Health care is not just a business like any other business. It is not 
just a matter of statistics and bottom line. Our decisions about 
health care must factor in our deepest sense of ourselves, both as 
individuals and as a society, our most important values and 
beliefs about the meaning of human life and what it means to be 
fully human, humane and caring (Somerville 1999:xiv).  
Whether a balance of such social values, quality health services, economics, and globalization can 
actually be achieved will be left to future researchers. What is clear is that globalization has 
become another factor in health reform, a factor which could change the industry profoundly in 
the years ahead.   
 The material in this section has shown that Canada’s publicly funded  health industry was 
molded to suit the values of a post-Depression and World War II generation. This publicly funded 
health industry evolved to become a monopoly with the government becoming the insurer, 
provider and evaluator resulting in “little choice and competition in the system” (Mazankowski 
2001:25). Over the years health services increased in complexity along with increased demands. 
Funding for the health industry was dictated by the federal/provincial funding agreements. As 
federal funding decreased, provincial funding and responsibilities increased with health care 
absorbing more and more of the provincial public budget. Efforts to control costs and utilization 
introduced policies for increased prevention of illness, changes to primary care, increased balance 
in public/private services, and finally regionalization. But health reform along with a recent 
federal legal action may have also opened the door to international trade agreements which have 
the potential for even greater change in the industry. Reactions to health reform have been  slow 
and mixed as health communities tried to adapt to ongoing change in having their health needs 
met in different ways. Two key outcomes of such reforms are that quality of care  seems to have 
suffered and cost savings remain in doubt.  The reasons for health reform are clearly complex, 
with economics and global pressures dominating the list. Canada is not alone in reforming its 
health industry, other countries faced with similar fiscal pressures have also begun to restructure 
their health systems, the focus of the next section. 
2.3 International health reform 
This section will show that there are similar reasons for health reform in other countries. 
Increased health costs and diminishing funding is affecting the industry in many western  
countries. Not all countries in this review have a publicly funded health system but the common 
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characteristic is that in recent years their health industries have experienced a great deal of 
change.  While different health reform methods have been used the outcomes have similar 
characteristics. The material in this section will provide a brief description of health reform in 
selected countries and the reaction to such change.     
2.3.1  Australia, United States, Britain, and Europe 
According to Roddick, “ most industrialized nations are grappling with how to provide high 
quality, efficient and medically necessary health services at an affordable price, and accessible to 
the public regardless of its ability to pay” (Roddick 2001:6). Tuohy notes that, like Canada, “the 
basic parameters in the Australian health system remained largely intact in the 1990s, while 
incremental changes were made” (Tuohy 2001:12). The key feature of reform in Australia has 
been to maintain “a tripartite system of finance involving public funding, out-of-pocket private 
payment, and private financing across a broad range of services while increasing the role of 
private insurance.” (Tuohy 2001:20 & 21). Such reform was attributed to “the health needs of an 
aging population, inequalities in the system, the public’s ability and desire to buy as much health 
as possible, uncertainties of  long-term health costs, concerns over an insurance market failure, 
information flow between provider and patient and the appropriateness of care” (Podger and 
Hagan 1999:2).   
 In the United States, where a unified publicly funded health industry has been rejected, the 
picture is quite different.  The United States health industry has been described as “less of a  
system and more a tangled, highly fragmented web that often wastes resources by providing 
unnecessary services and duplicating efforts,  leaving gaps in care and failing to build on the 
strengths of all health professionals” (Deckard n.d.:5); (Moini and McMullin 2001). In 2002, 
healthcare spending in the United States health industry increased more than 8 percent and 
employer  premiums (i.e. covering sixty-seven percent of Americans) rose into the double digits. 
Such increases have resulted in employers either opting out or decreasing their insurance 
coverage, a threat to basic health coverage for many Americans. Robinson argues that health care 
expenditures need to be controlled but that no one seems to have any idea about how to do it. 
Under the current arrangement, such costs are usually shifted to the consumer (Robinson 2002).  
According to Huntington, whether due to fiscal concerns or market expansion, during the 1990s 
the American health industry experienced an unprecedented restructuring featuring a  large 
number of mergers, acquisitions and closures of hospitals as well as a major shift in where and 
how care was delivered. With the failure of the national health care reform proposals in 1994, 
some argue that the major push for this restructuring appears to be unbridled competition, 
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corporatization of the industry and the growth of managed care. This reorganization has now 
stagnated leaving the public uncertain as to what lies ahead (Huntington 1997:1; Fong 2003).   
The Medicare system in the United States, created to provide broad coverage for the costs of 
mainly acute (hospital) health services for the elderly, is now under review in anticipation of the 
baby boomers entering retirement around the year 2010. This publicly funded Medicare system 
has shown a population increase from 19.1 million at its inception to almost 34 million in 2002, 
and benefits totaling $277.4 billion (or $237 billion USD) in 2001. Spending has risen from an 
average of $253.98 (or $217 USD) to $6378.86 (or $5,439 USD) per capita. These spending 
outlays accounted for twelve percent of the federal budget and nineteen percent of total national 
spending for personal health services. There are currently calls for reform of this system because 
of the many gaps in the programs (Jennings 2002:58) but political will and competing agendas 
have prevented any major action to date. The one concession noted by Tuohy was that the 
budgetary politics of the 1990s  led to reducing payments to providers (Tuohy 2001:18 & 19) with 
no major reform of the health system. Perhaps Tuohy’s analysis of the situation best  summarizes 
health reform possibilities in the United States. She notes that “the fragmented political economy 
of American health care seems likely to continue to generate political paralysis and market 
turbulence” (Tuohy 2001:19)   
Britain, one of the leaders in health reform in the late 1980s, adopted market reforms in their 
health industry. Tuohy describes the British approach:  
The central aspect of British internal market reform  was the 
splitting of the purchaser and provider roles of the District Health 
Authorities which had formerly been responsible for managing 
and financing all the public hospitals in their respective districts. 
In the reformed system about 100 Health Authorities (HAs) were 
expected to be transformed into active purchasers and to engage 
in hard bargaining for the supply of cost-effective hospitals and 
other secondary services from a range of health care providers 
(Tuohy 2001:6).    
Such reform introduced competition into health service delivery and had physicians purchasing  
drugs and hospital services for their patients (Tuohy 2001:7). This is the only health industry in 
which physicians are directly responsible for spending. Health reform continues in Britain as the 
National Health System (NHS) considers managed care, operational mergers, the creation of new 
primary and community care organizations, and the introduction of private managers to run 
failing hospitals (Garside 1998:9; 2002).  
Ireland has taken a different approach to health reform by considering a highly centralized 
health service with the Health Service Executive taking over many of the management functions 
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of the Department of Health. In addition they are considering more consolidation and 
amalgamation of services including the abolition of the health board structures, a directorate to 
deliver regional and local non-hospital services, the establishment of a Health Information and 
Quality Authority, modernization of supporting services and clearer lines of accountability 
(2003:19; O'Regan 2003).  
In Europe, Italy has transformed its centrally planned, vertically integrated National Health 
Service into a market-oriented system in which public funders contract directly with individual 
providers (Taroni, Guerra et al. 1998). In Sweden, hospitals are being sold, and private operators 
have been encouraged to go into competition with old public monopoly providers in such areas as 
diagnostic services, nursing services, and surgery. Health care consumers can also go online and 
see at a glance where the waiting lists are the shortest for the medical service they require 
(Crowley 2001). The Netherlands has been introducing radical market-oriented reforms since 
1988  to achieve a balance between equity and efficiency and has done so by introducing a 
compulsory national health insurance based on “regulated competition” among both sickness 
funds and private insurers. The reasons given for these reforms include  uncoordinated financial 
structure, lack of incentives for efficiency, an unworkable capacity planning structure, and 
problems with the Netherlands health insurance system. To address such matters, the Netherlands 
government has been  replacing chief executive officers with entrepreneurial managers, venturing 
into managed care, and promoting private clinics (van de Ven and Schut 2000:6; Tuohy 2001:9). 
The official reasons for health reform and the adoption of a market-ideology philosophy appear to 
follow a similar path to that of Canada. Health reform appears to be a global trend, one that has 
been in existence in some countries since the late 1980s.  
2.3.2  Reaction to health reform in other countries 
The public and health stakeholder reaction to such change in these countries is similar to the 
views in Canada.  In 1998, a study in Canada, the United States, Britain, Australia and New 
Zealand asked respondents whether they felt their health system needed minor changes, 
fundamental changes or complete rebuilding. Despite the countries having different health 
systems, a significant number of respondents in all five countries indicated: 
 ……fundamental changes were needed to make their health care 
system better but that the system did not need to be completely 
rebuilt (Vail 2001:9). 
The Commonwealth Fund, a New York-based research organization, found that Americans were  
more dissatisfied with their system than citizens in Australia, Canada, New Zealand and Britain  
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(Lieberman 2003:1). A reaction to reform in Australia noted by Tuohy showed that younger and 
healthier members of society declined to purchase  private insurance  which was the intent of 
reforms. A fierce reaction occurred within the medical profession as to whether contracts between 
physicians and insurers should be resisted as a leading wedge for “American-style” managed care 
arrangements (Tuohy 2001:22).  
In Britain, positive assessments were noted by Touhy who acknowledged that the reform 
attempt raised the level of public debate and the transparency of bargaining about health care 
services (Tuohy 2001:17). Freeman stated that such change helped to destabilize existing 
institutional structures, made possible some shift of authority from doctors to managers and from 
hospitals to primary care (Freeman 1998:397). However, Farrell and Morris, while agreeing that 
reform brought modest inroads in improving organizational efficiency and increased ‘customer 
choice’, stressed that it also brought new problems. They argued that the new public management 
model which  was supposed to provide greater delegation and autonomy at the local level, 
actually strengthened centralized political and senior management control, created greater 
fragmentation of service, increased the numbers of managers and costs, and concluded that the 
effects on accountability were questionable (Farrell and Morris 2003:130-135). 
Welfare-state reform was seen by Farrell and Morris as the introduction of a market-driven 
ideology which was being promoted in many countries as early as the 1980s. These authors point 
out that such market-driven ideology resulted in a bureaucracy shift, creating a simultaneously 
centralized and decentralized form of governance. They called this new structure  ‘neo-
bureaucratic’ or a bureaucratized market model describing it as:  
…..public administration has been ‘hollowed-out’ with the locus 
of bureaucracy taken away from the middle layers and pushed to 
the top (the centre) and the bottom (the periphery)…….public 
administration has been ‘delayered’ (Farrell and Morris 
2003:149). 
However, other studies of the public’s perception of welfare state  reform  see a more positive 
outcome. A study by Giaimo and Manow (Giaimo and Manow 1999:93) to determine if health 
care reforms in Britain, Germany and the United States were eroding the welfare state due to the 
forced  injection of market forces, found that far from converging on a market path, the three 
countries demonstrated versatility in their health care reforms, combining market competition 
with other cost control instruments. The employment of competitive market forces in the health 
system did not necessarily entail a withdrawal by government. The governments in Britain and 
Germany had intervened in their health care systems, leading the reform process and actively 
shaping market forces in health care. With these findings the researchers challenged scholars to 
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rethink the assumption that economic globalization inevitably implies the retreat of the state from 
social provision. These researchers insist that non-reform would have been just as unpopular at a 
time of shrinking financial resources.  Kallinikos (Kallinikos 2004:13-16) supported this view in 
stating that with the loosening of ties, the bureaucratic organization has been freed to address 
shifting contingencies by reshuffling and re-assembling their roles and role patterns.  Kallinikos 
believed that an organization could “emerge as more or less bureaucratic, depending on the 
intensity by which the key characteristics of standardization, formalization, centralization and role 
and functional specialization were governing its operation”.  Supporting the premise that the 
welfare state is not in retreat, Bahle indicates that such reforms are an attempt by the welfare state 
to establish more integrated and controlled systems of social services (Bahle 2003:5).   
Freeman sees the push for health reform as an attempt by industrial countries to recover 
national economic competitiveness in response  to their own economic decline. He argues that the 
decline of economic growth in these  western nations has put pressure on welfare state social 
programs, particularly for those countries with publicly run programs such as health and 
education. In this argument, the competitive advantage could only be achieved by reducing costs, 
not by improving quality as advocated by both professionals and citizens (Freeman 1998:397). 
While it may be argued the welfare state is simply adapting to global circumstances, the 
underlying reality is that most governments could not sustain ever-increasing health costs at a 
time of reduced revenue. It is still uncertain if the introduction of a greater public/private balance 
and increased competition has controlled health costs or simply provided the public with more 
choice. What cannot be ignored is that the combined decline in the economy of industrial 
countries and globalization has put greater pressure on all social programs.  
Since the late 1980s, many industrial nations have adopted different concepts and timetables in 
reforming their health industry.  Attempts to control health costs is often presented as the main 
reason for reform, but there are other issues which may also be attributing to this change such as 
the economic status of the nation, population change (i.e. a rising elderly population), and  
increased service demands. The market-driven philosophy chosen by so many nations may also 
support a global agenda forcing these nations to reexamine their social programs, a complex 
process not undertaken lightly. While health reform has been a reality in many countries for the 
past fifteen to twenty years, Canada, followed Britain and the Netherlands in this social 
restructuring. This gave Canada time to review the concepts of using primary care physicians in a 
leading health reform role or engaging the nursing profession more extensively in primary care, 
both options which have yet to be implemented. Whatever reform path is chosen, there will be 
increasing demands for outcome data to account for better quality care and cost controls. The next 
section will examine health reform in British Columbia, the geographical location of this study.      
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2.4  British Columbia’s health reform  
As noted earlier, each province in Canada is responsible for its own health industry and has the 
jurisdictional right to set its own plans within the boundaries of the national health act and 
operating principles. This section will focus on the health industry in British Columbia. It will 
show that the geographic challenges and regional structure of the province affect health service 
delivery, and that health care costs are absorbing forty percent of the provincial budget, much 
higher than in other provinces. The province experienced limited privatization as its main reform 
method has been regionalization of which there have been three different models introduced in the 
past thirteen years. Since the Canadian reaction to health reform noted in 2.2.6 can be equally 
found in British Columbia, this section will explore other outcome issues.   
2.4.1 Geographic challenges of British Columbia 
British Columbia is a Pacific coast province of Canada, bounded on the north by the Yukon and 
the Northwest Territories; on the east by Alberta; on the south by the American states of Montana, 
Idaho, and Washington; and on the west by the Pacific Ocean and the American state of Alaska. 
The crest of the Rocky Mountains forms the southeastern boundary. It is Canada’s third largest 
province in area and population. Much of  the province is rugged and mountainous.  Most of the 
province’s  4.2  million people are concentrated in the southern part of the province, which 
includes the largest city, Vancouver, and the provincial capital, Victoria. The following statement 
best describes the size and complexity of the province when it comes to providing health services:   
British Columbia’s immense  geographical expanse – marked by 
vast regions of rugged coastline, mountainous and inhospitable 
terrain and isolated communities – is one of its largest 
challenges.  The scale is daunting: three United Kingdoms could 
fit into its 950,000 square kilometers with room left over for 
Denmark, Belgium, the Netherlands and twenty Singapores. The 
province’s average population density per square kilometer is 
just 4.3 people compared to Germany’s 230, the United 
Kingdom’s 242, Japan’s 335 and Singapore’s 6,500 people per 
square kilometer (Roddick 2001:11). 
This highly uneven population distribution and geographical challenges intensify the problem of 
delivering uniform, effective and equitable health services throughout the province. An example 
of a health service challenge is described by a senior health manager in the  northwest of the 
province:  
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We deliver services to Atlin. That is the same as delivering 
services from Vancouver to San Francisco (to give you an idea of 
the perspective). But it is not the I-5 [turnpike] we drive down. It 
is  Highway 37, which is a half-gravel road. In winter there can 
be as much as four feet of snow on it. A larger percentage of our 
population has no roads at all (Roddick 2001:11). 
In addition, demographic differences in various regions and communities play an important role 
in the range of health service needs and services required. For instance, due to the milder climate 
in the southern portion of the province, for decades British Columbia has been the retirement 
destination for many Canadians escaping the colder regions of the country. This migration of the 
elderly has created an increased demand for long-term health services. In contrast, the northern 
regions have a much younger population. Thus, the geographic challenges, population distribution 
and other factors (i.e. an aging population, increased demands etc.) have created for British 
Columbia a special set of health service challenges that have contributed to increasing health 
costs.      
2.4.2  Provincial health care costs  
As mentioned earlier, the fiscal crisis in the health industry in Canada is mainly a responsibility of 
provincial governments, and British Columbia is no exception.  Health care costs in the province 
have increased twice as fast as the economy. The health budget for 2004/05 was $6.2 billion and 
is expected to be $6.6 billion in 2005/2006. Health costs in British Columbia consume about forty 
percent of the provincial budget and are cutting into spending in other areas such as education, 
social programs, employment initiatives and maintenance of public works. It is estimated that  it 
costs $18,075 per minute, $1.08 million per hour and $26 million per day to keep the British 
Columbia population healthy, treat their injuries and illnesses and support their chronic care 
needs.(Roddick 2001:6). The problem as identified by Boychuk, is: 
 ….downward pressure on provincial taxation rates and ability to 
maintain fiscal efforts will build as a result of increasing global 
and continental economic integration. There are reasons to expect 
that such pressures will be felt earlier and more acutely at the 
provincial rather than the federal level. Provincial governments 
are arguably more sensitive to the competitive pressures 
generated by cross-border economic integration and competition 
(Boychuk 2002:8). 
British Columbia has been caught, like other Canadian provinces, trying to maintain a balancing 
act of decreasing revenue and mounting health service demands which has become impossible to 
sustain. Roddick notes: 
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Even in the healthiest and most buoyant economies it is 
abundantly clear that such increases in spending for health care 
alone are not sustainable. In times of economic downturn, as 
have hit the provinces and North America during the fall of 2001, 
even maintaining the present level of spending is an enormous 
challenge (Roddick 2001:6).  
In addition, the problem with the current health budget in British Columbia is that according to 
Roddick, eighty percent of health funds have been directed  towards human resources.  Such 
human resource funds have been locked into bargaining agreements with unions maintaining 
inflexible staffing regulations which allow little budgetary maneuverability. The situation not only 
stifled innovation and prevented a more efficient, cost-effective deployment of human resources, 
it also had a direct bearing on service improvements. For example, a federal funding increase in 
2000 tended to fuel increased demands for higher wages and expensive new contract settlements 
(Roddick 2001:9 & 14) with limited improvements in service delivery.  
In 2001, health regions were given three years to balance their budgets, a requirement 
necessitating a number of cost-saving initiatives. While the 1990s had seen reductions in health 
services due to a federal funding reduction, this 2001 cost cutting was a provincial decision. 
Having sustained cutbacks in the 1990s, the health industry went through another round of service 
reductions including the closure of facilities, the restructuring of community programs and the 
outsourcing of services (i.e. laboratory, laundry, dietary). At the same time, the provincial 
government began to discuss other funding options such as: user fees (i.e. the patient sharing in 
the cost of certain services), health care as a taxable benefit, and medical savings accounts, all of 
which remain possible future considerations if health costs cannot be contained (Roddick 
2001:58).   
At this time health funding to the regions had not been reduced. Rather what was stressed in 
this cost-saving exercise was the reduction of budget deficits and the assumption that the 
provincial government would back any cost over-runs in the industry. Unfortunately, such cost 
savings arrived at the same time as another round of industry restructuring, further confusing the 
picture for many.  In this cost restructuring, some privatization has been considered but the 
primary method of health reform in British Columbia has been regionalization.  
2.4.3   Privatization as a health reform method 
In a 2001 review of health services in British Columbia, privatization was assessed in light of 
international agreements and the Canada Health Act (i.e. how much privatization is allowed).  
Evidence was mounting that private clinics in neighbouring western  provinces (i.e. Alberta and 
Manitoba) had not improved waiting lists (Roddick 2001:65) and there were concerns that more 
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private facilities would further deplete existing shortages in physicians, nurses, and technicians 
from the public system.  Several recommendations were made at this time, of which two are of 
particular interest as they pointed to the possible action of the provincial government. The first 
recommendation was that:  
The government consider public-private partnerships in which 
capital finances come from either private non-profit or private 
for-profit investment but patients services are paid from the 
public system (Roddick 2001:66).   
Action on this recommendation has resulted in increased private-public partnerships in the 
building of long-term care facilities in the province and discussions around greater public 
purchasing of private services. The second recommendation was that:  
The government should investigate which health care services 
are most amenable to public-private or fully private 
arrangements. Steps should be taken, such as establishing 
contracts with doctors and nurses to commit to a set number of 
hours to the public system, to ensure private services do not 
weaken the public system or increase the severity of the health-
provider shortage (Roddick 2001:66).  
There have been increased privatization of diagnostic services (i.e. laboratory, X-rays, MRI and 
ultrasound services) and some medical clinics. Since such private services are in their infancy, 
there has been little visible effort to press for increased professional contracts to reduce the drain 
of health human resources on the public system. While privatization remains in the background, 
in the past thirteen years, policy makers in British Columbia have focused most of their energies 
on regionalization as their key reform method.   
2.4.4 Regionalization as a health reform method  
Prior to the 1990s, hospitals in British Columbia were structured in a traditional manner with their 
own Boards, while community services (Public Health, long-term community nursing care, 
mental health and addictions) were managed provincially through Ministry of Health departments 
in Victoria, British Columbia. While each community service had its own provincial ministry 
division there was poor inter-divisional communication, service coordination and cooperation 
between the divisions. Any change in the industry had to be focused on a single service (i.e. 
hospitals) as service integration was difficult. For example, trying to integrate emergency hospital 
services with community services was restricted due to different unions and an ongoing rivalry  
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between acute and community services.2   
The first wave of health reform and the introduction of regionalization was initiated in the early 
1990s with the creation of fifty-two health authorities; eleven large regional boards (mostly 
urban), thirty-four community health councils (in rural and remote areas) and seven community 
health service societies (to manage community services in the regions/communities). At this time 
community services (i.e. Public Health, long-term community nursing services, mental health and 
addictions) were decentralized to the regions. With the introduction of this reform former hospital 
boards were dissolved and replaced by new regional or community boards/councils. The members 
of these new boards/councils were appointed by the government usually from political, union or 
advocacy groups, many with no previous health industry experience.  New governance structures 
were created and board/council members spent months clarifying boundary issues, setting up new 
management structures, and understanding the complexities of the health industry. This reform 
model proved unworkable as small health authorities (i.e. mainly community health councils) 
lacked critical population mass for effective service delivery, and many board/council members 
lacked a clear understanding of their mandate.  
By the mid-1990s, the provincial government, had reduced the fifty-two health authorities to 
eighteen regional health boards by eliminating small community health councils and community 
health service societies. This second wave of reform pulled communities under a single health 
board and introduced another round of reorganization of boundaries, roles and responsibilities. By 
2001, just as the eighteen regions were getting stabilized, a provincial election introduced a new 
political party and a third wave of reform. This time the regions were reduced from eighteen to six 
large regions; five regional and one provincial health authority. The five regional health 
authorities are: Vancouver Coastal Health Authority (VCHA), Vancouver Island Health Authority 
(VIHA), Fraser Valley Health Authority (FHA), Interior Health Authority (IHA), Northern Health 
Authority (NHA). The Provincial Health Services Authority (PHSA) is responsible for mostly 
tertiary acute care services (i.e. kidney transplant, cardiac open-heart surgery etc.) throughout the  
province. The provincial Ministry of Health Services sets overall direction and provincial policies, 
while the health authorities, structured as a corporation, provide health services. 
The size and magnitude of these regional health authorities is illustrated in a map on p39 along 
with a table showing the 2004/05 population and health budget for each region. British Columbia 
has the largest health regions in Canada. The northern region occupies over half of the province  
_____________________________________________________________________________ 
2: Personal recollections. As an Administrative Consultant with the Ministry of Health  I was responsible for hospital 
service issues in the interior regions of British Columbia.   
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(2003:2). Kouri states, an ideal health region should have social cohesion, reflect historical and 
geographical patterns of trade and service access, participate in social networks and be large 
enough for economies of scale in the delivery of services (Kouri 2002). However, the Canadian 
Centre for Analysis of Regionalization and Health (CCARH) believes effective regional 
configuration and design is more important than size, including the appropriate patterns of health 
service delivery in relation to the distributions of populations, health needs and social capacity 
(2003:3). Service delivery patterns were considered in the new configuration in British Columbia, 
but concerns remain with regard to the complexities of the regions and the sheer size of the 
northern region.   
According to Roddick, this decade of reform created a constantly shifting organizational 
structure, eroded the volunteer base of the health industry, and was neither cost-effective nor care-
effective (Roddick 2001:21). The health industry has evolved from its traditional delivery model 
to a decentralized six-region corporate structure. To complicate health reform further, in the years 
2002-2004 the provincial health ministry was reduced in size and reconfigured adding further 
change to the industry. Nevertheless, by 2004 some of the health regions were growing stronger 
in their new roles, developing their own bureaucracies and looking forward to assuming more 
responsibilities. An uncertainty constraining this confidence was the possibility that an election in 
2005 could generate more reform if another political party was  elected. Due to the number of 
massive industry changes within a short period of time, it was not unexpected that effective 
reaction was perhaps slow in coming. Most health professionals were simply trying to cope with 
the changes and the public hardly had time to understand one plan before another was introduced.   
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Note:  Population and financial data was obtained from either the Health Authority web sites or from senior managers. 
 
Figure 2.1: Map of British Columbia and Health Regions 
 
Code  
Health Authority 
04/05 
Population
1
 
04/05 Budget 
in millions($Cdn)1 
A Vancouver Coastal Health Authority (VCHA) 1,054,509 1,633.2 
B Vancouver Island Health Authority (VIHA) 700,729 1,012.8 
C Fraser Health Authority (FHA) 1,470,919 1,418.3 
D Interior Health Authority (IH) 694,543 935.4 
E Northern Health Authority (NHA) 304,357 325.5 
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2.4.5 Reaction to health reform in British Columbia   
In the past thirteen years, the public and health stakeholders in British Columbia had three 
different reform models to react to; one of fifty-two health authorities, another of eighteen health 
authorities, and the last one of six health authorities. Some information exists on the first two 
restructuring processes but it is still too early to find much on the latest reform model. The 
comments provided at the time of the transition from fifty-two to eighteen health authorities may 
be  similar to those concerning the third reform process. With regard to the fifty-two health 
authority model Roddick noted: 
It is clear from numerous testimonies delivered before the 
committee that this noble attempt at more local control has been 
a highly flawed endeavour and has instead created an overly 
complex, cumbersome, fragmented and bureaucratic system 
(Roddick 2001:21).  
The frustration of one Chief Executive Officer of an earlier health council towards regionalization 
highlights the frontline problems which arose with these restructuring experiments:  
Regionalization has not been cost-effective nor care effective. It 
has taken away universality in health. Often regions won’t accept 
a patient if the patient is not from their community or region. 
Two weeks ago we wanted to transfer two psychiatric patients to 
the South Okanagan. They wouldn’t accept them, so we had to 
send them to Alberta [another Canadian province](Roddick 
2001:21). 
Policy makers were well aware of the disruptive outcome of such reform measures.  Roddick 
predicted that “restructuring regional health authorities will create a great deal of temporary 
upheaval- and in some cases, discontent  -in the regions”. Despite  this assessment a third wave of 
reform based on further reductions in the number of regions proceeded. The argument given at the 
time was that the six health regions would create “a simpler and more streamlined structure to 
improve patient health and access and provide coordinated, unduplicated , effective 
administration”(Roddick 2001:22). Concurring with Freeman’s comments in section 2.3.2, while 
some efficiencies have been realized through such restructuring efforts, the outcomes, to date, 
have not produced the local input, quality care or cost savings which reformers touted as the 
reasons for such reform.    
Although the integration of health services was perhaps the least contentious  aspect of 
regionalization, its implementation has not been without problems as changes were brought in 
without adequate planning. The stress associated with role changes has caused provider 
dissatisfaction and labour conflict in many jurisdictions as, according to Kouri, human resources 
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were often less flexible than expected (Kouri 2002). An example of the type of integration issues 
occurring in the regions was noted by Roddick: 
While the committee heard substantial agreement with the 
principle of concentrating specialty services in designated 
referral centers, decisions about regional referral centers will be 
highly controversial and divisive. For example, which 
community loses its ICU [Intensive Care Unit], and which 
community gains the regional designation to concentrate ICU 
services? (Roddick 2001:23).   
Since the health industry is often the main employer in a small community, any tampering with 
services produces an expected reaction. While simple integration of services may not disrupt job 
security, the closure of services and/or facilities produced far greater social ramifications. The 
shift of such basic services as maternal/child care (e.g. the delivery of babies removed from a 
local hospital to a regional hospital) or closure of beds with the potential loss of a local doctor, 
were major concerns to small communities. Such changes along with the reduction of local 
community input into health decision-making remain contentious issues as more and more 
services are shifted to regional communities to provide increased efficiency. While regional 
specialty services have grown, smaller communities, still awaiting the promised satellite outreach 
and/or primary health service build-up, are becoming more vocal in their disagreement with 
health reform (Roddick 2001:24).  
For health reform to succeed and achieve greater accountability, quality information systems 
are essential. Greater accountability calls for the ability to monitor the use of health services, to 
track patients, to manage their needs effectively, to integrate service delivery and to be able to 
compare and analyze system performance.  Regrettably, the health industry in Canada does not 
have a quality information system. As noted by Roddick:  
The extreme problem of non-existent, insufficient or 
incompatible information systems in health care is occurring 
Canada-wide and is crippling our ability to improve our 
performance and patient care (Roddick 2001:28). 
The British Columbia Minister of Health Services, also admitted:  
The health care system in British Columbia is easily a decade 
behind any other industry in North America when it comes to 
utilizing information technologies and management tools. It is an 
expensive process to catch up, but we have to catch up (Roddick 
2001:28). 
With each health authority purchasing their own information system, integration of health  
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services and information has been difficult. There have been encouraging advances in technology 
aimed at connecting doctors, diagnostic laboratories and other services but a fully integrated 
system still remains beyond reach and may not be resolved quickly because of cost implications. 
This technological development is not only an accountability issue, it also has an effect on the 
education of health-care managers, which shall be discussed later in this study.      
The major political dimensions of health reform have been on the benefits and/or issues 
regarding elected or appointed board members. While elected boards have been extensively 
discussed in British Columbia, to date, board members are mainly appointed. During the 1990s, 
these  appointees were from political parties, unions or advocacy groups  which tended to create a 
more confrontational climate in health decision-making. In 2001, the appointments changed to 
those from the business community shifting the focus to a market-ideology of business plans and 
financial bottom line. To date, there has been insufficient research on the effectiveness of elected 
or appointed board members or whether such appointees from either category with limited health 
industry know-how and time-limiting appointments can effectively manage a complex social 
program in today’s  rapidly shifting environment.     
The adoption of a corporate structure and market ideology in health care has not, to date,  
culminated in providing the public with much choice in health services. Unlike other industries 
with more focused customer services, the health industry still provides bulk services to patients. A 
tailored service delivery package  coordinated around the individual’s need for safe, timely and 
effective care is still not a reality. The problem which the industry is still wrestling with is that the 
health industry in British Columbia is still not integrated even after three waves of reform. 
According to Roddick, the health industry is still seen as being: 
  …..highly fragmented with redundancies and duplications, a 
lack of communication and coordination, competition among 
service providers for control of resources and little or no 
incentives for collaboration. Turf wars are rampant and some 
providers seem unwilling to alter practices or share autonomy for 
betterment of patient health (Roddick 2001:11).  
This lack of service integration remains a key reason for ongoing reform in order to provide 
clients with a seamless delivery of health services. The need for such services to be tailored to the 
individual will be a key challenge in the years ahead. In addition, after years of health reform 
focused on costs and efficiencies, in the next phase of reform, according to Saul, “we face the 
challenge of building the role of the public good back into the system” (cited by Somerville 
1999:17).  After disassembling such a major social program, it is unclear whether social reformers 
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have the ability or the willingness to fully restore the values and public good  which existed prior 
to health reform.    
The six health regions continue to evolve into different bureaucratic systems due, in some 
instances, to the complexities within their regions because of competing power structures, 
organizations, boundary issues and/or geography.  For the past thirteen years the industry has 
been in a perpetual cycle of redesign with major and minor reshuffling processes. The public 
continues to react to local changes and are, in most cases, only vaguely aware of the overall 
redesign of the industry. As long as the public receives reasonable care, no out-of-pocket 
expenses, limited waits for services and no increased taxes, their outcries will be muffled. For 
many health professionals, including health-care managers, rounds of reform have left them 
angry, disappointed, distrustful, exhausted and uncertain of their future. The health authorities 
indicate they are achieving cost reductions and a balanced budget due to the reforms, but the 
public and health professionals may argue that this is at the expense of service quality. For British 
Columbia, it is too early to measure the effectiveness of such reforms on costs or services, but 
new layers of bureaucracy can only increase costs without necessarily improving service quality.   
Facing unique geographic and health service issues as well as health costs that were absorbing 
forty percent of the public budget, British Columbia was pressured into reform. The main method 
of reform was regionalization, with three different models introduced in the province in the past 
thirteen years. Reform measures have resulted in the amalgamation and closure of health facilities 
and services, outsourcing, and layoffs. Health reform has met with resistance from small 
communities and ongoing concerns about service quality and costs. In the end, the health industry 
has greatly changed from its pre-1990s structure, different reform models have been tested and 
proved wanting, the positive public opinion of the health system has suffered and the professional 
community is weary from so much change.   
2.5 Conclusion    
Health reform has been promoted in Canada, and in most industrial nations, to control escalating 
costs as governments found themselves cutting other public services in order to sustain their 
publicly funded health system. Whatever the reasons, Canada and other nations embarked on 
major health reform, restructuring services (i.e. amalgamating facilities/programs, downsizing, 
decreasing duplications, outsourcing, layoffs etc.) with the argument that this would streamline 
service delivery, improve efficiency and reduce costs. While some efficiencies were noted and old 
bureaucratic blockages disrupted, health reform has also reduced service quality, community 
input, public support, and increased management, with no assurances of cost savings.  Damage to 
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the industry has yet to be determined and may take decades to assess. Whether providing the 
public with more choice in the form of balanced public/private options will enable the industry to 
survive is still unclear. What is certain is that reform will continue. The underlying question is 
what path this ongoing reform will take and whether the focus will ever shift to increased 
measures in preventing illness and providing society with a more responsive service.   
The main reform path adopted by British Columbia in restructuring a province-wide health 
industry was regionalization with three different models introduced reducing the number of health 
authorities from fifty-two to six. The health industry has not only experienced three massive 
provincial reorganizations, it has also had a number of internal management reorganizations 
within the health authorities and a restructuring and downsizing of the provincial Ministry of 
Health. Shifting boundaries, roles and responsibilities and service delivery patterns have left 
health stakeholders reeling and uncertain. An organization which was already complex at the 
beginning of reform, increased in complexity with each reform effort.  In addition, the ethical 
dilemmas in redesigning such social programs have also increased. In this regard Kenny notes:  
…it challenges policy-makers to create a new vision which 
understands the importance of equality of health status and equal 
access to high quality health care.  Ethical dilemmas, then, occur 
in today’s health policy environment when we are uncertain 
about choice or action when a number of important goods are at 
stake (cited by Somerville 1999:113)   
A problem central to recent health reform is its sole concentration on costs to the exclusion of 
other societal values and quality care. Whether policy makers are capable of functioning on 
multiple levels is not the focus of this thesis. What is certain is that health reform and the 
complexity of the health industry demands not only better managers but perhaps a new type of 
manager. How these new managers will be developed and what new skills they need to function 
effectively in this reformed environment will be the focus of the next chapter. The questions to be 
explored in the forthcoming chapters are: what learning is needed for this new breed of health-
care manager; are their sufficient educational resources to meet this need; and what options are 
needed to effectively address this new learning challenge?   
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Chapter 3     
Organizational Change  
 
Good leaders make people feel that they’re at the very heart 
of things, not at the periphery. Everyone feels that he or she 
makes a difference to the success of the organization.  When 
that happens people feel centered and that gives their work 
meaning.– Warren Bennis 
 
3.1 Introduction 
The previous chapter has shown that the underlying reasons for health reform are expected to 
continue as governments struggle to achieve a balance between health service demands and 
fiscal limitations. The official reason for reform in British Columbia was that health costs 
were absorbing forty percent of the provincial budget and reducing other public services. The 
main reform method chosen by the province was regionalization. In just over a decade, the 
province’s health industry has experienced three different regionalization models, the most 
recent in 2001. Health reform has created major changes in service delivery, increased the 
stress level of health workers, created uncertainty in the public and made few inroads into 
controlling costs, the supposed reason for reform. Health-care managers were left scrambling 
to apply for a decreasing number of management positions. The restructuring of the industry 
increased  the complexity of an already complex industry and brought into question many 
traditional management processes and procedures. The purpose of this chapter is to show how 
health reform has redesigned the working environment of health-care managers creating new 
challenges for both the organization and its managers.  
In studying the organizational structure of the health industry it is important to first 
ascertain  the similarities between the health industry and other industries. While the health 
industry may share many identical features with other industries, for many years the industry 
has argued that it is not like any other industry, it is ‘unique’. In describing this uniqueness, 
Spirn and  Benfer argue that while the health industry is a service-oriented business it is not 
the same as any other service industry (e.g. computer support) as its existence is predicated on 
the service being provided, whether short-term or long-term. They identify the following 
features of the health industry to support this unique status:  
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 It is the most highly professionalized industry in our society;  
 Physicians while working as independent entrepreneurs prescribe what resources are 
to be used;  
 Users, providers and the many mechanisms or services interact in a myriad of 
complex ways;  
 The public in a national health system has varying roles as stakeholder, customer and 
revenue source;  
 The service areas are not homogeneous;  
 Service changes are planned and implemented mainly on the advice of the industry’s 
professionals not necessarily on customer’s needs;  
 The service must be available twenty-four hours, seven days a week; and  
 The customer has difficulty evaluating the quality of service                                             
(Spirn and Benfer 1982:307-314).  
Savoie adds: 
 There is greater risk in dealing with patients; and   
 Best practices are based on relationships with key groups such as physicians who are 
not employees (cited in 2005:14).   
However, the view that the health industry is unique is not shared by everyone. Danzon, 
arguing from an economic perspective, states that while the output of the health industry may 
be  unpredictable and imperfectly understood by producers and consumers, and that third-
party payment and government intervention are pervasive, none of these characteristics are 
unique to health care since it still obeys the fundamental rules of economics (Danzon n.d.:1). 
As the health industry in British Columbia moves towards a more corporate structure this 
latter perspective may dominate the former ‘unique’ view. Yet, some argue, viewing the 
health industry solely as an economic entity subject to management principles and without 
due regard for the underlying compassion required in caring for people who are ill, reduces 
the service to a rather cold commodity. Unlike other service industries, the health customer 
enters the industry in a vulnerable and sensitive state of illness and/or uncertainty. He/she is 
subject to a variety of diagnostic and treatment measures prescribed for his/her individual 
state of health with the individual possibly knowing (or not knowing) the risks of such 
procedures. Having received a treatment and/or service(s), the customer leaves the health care 
facility either expecting ongoing services or to await a future need for care. Health-care 
managers coordinate such services through professional and support staff  to administer the 
constantly changing service needs of ill people. The unique role of the health industry in 
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society was referred to in chapter two and is again highlighted here in the words of Kenny 
who states:  
There is something about the health care system that carries 
with it a part of the moral and ethical fiber of a nation. We 
recognize the health care encounter as a place of moral 
meaning at a time when there are few places where we can 
address these questions of illness, dependence and morality 
(cited in Somerville 1999:110). 
Thus, while management terminology and practices may be similar, the very essence and 
service delivery of health care gives it a degree of exclusivity, one that is often forgotten in 
health reform. These underlying ‘unique’ features of the health industry will be kept in mind 
as this study explores the effects of change on the organization and its leaders. The material in 
this chapter will show that while organizational change in the health industry may be similar 
to that in other industries, the health industry’s ability to respond to change is different. In 
addressing these issues this chapter has been divided into two main sections: how change 
affects organizations and how change affects managers. 
3.2 How change affects organizations 
The question of what constitutes an effective organization has been the focus of many studies 
and has resulted in many theories. One example is Gardner’s set of rules for an effective 
organization which state that: 
 The organization must have an effective recruitment and development program for 
talent;  
 The organization must be capable of continuous renewal in that it must be a 
hospitable environment for the individual; 
 The organization must have built-in provisions for self-criticism; 
 There must be fluidity in the internal structures; and  
 The organization must have some means of combating the process by which 
individuals become prisoners of their procedures (cited in Spirn and Benfer 
1982:387) 
In the analysis of organizations different theories have been promoted over the years, some 
more suited to the health industry than others. For example, the scientific theory of Frederick 
Taylor, and the classical organizational theory of Henri Fayol and Max Webber, fitted the 
health industry’s task-oriented environment. Later, health professionals were more receptive 
to the neoclassical (or behavioural) organizational theory focusing on people and 
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relationships, group pressures and a search for personal fulfillment. Mathematical models 
emerging in the 1940s found little inroads in the health industry, but by the 1960s connections 
between technology and organizational processes, and/or a modern systems theory received 
more acceptance (Sullivan and Decker 1988:23-28); (Grodsky n.d.:4-14). Nevertheless, while 
such theories have been used for interesting research studies over the years, their effectiveness 
in changing management practices within the health industry has been limited.  
This section will show how organizations have changed, whether the health industry is 
capable of adapting to change, what change has done to information and learning within 
organizations, what challenges exist in the  new organizational model which is evolving and 
what it means to change a complex organization like the health industry. The objective of this 
information is to understand the ramifications of change in an organization dedicated to 
providing health care to society and what this means for those currently employed or planning 
a career in this new working environment.   
3.2.1 Change management in organizations 
Until recently, organizations could count on long periods of stability followed by short bursts 
of change which evolutionists referred to as  ‘punctuated equilibrium’. Today, digital 
information is creating an environment of constant change. This has lead to such descriptive 
phrases as ‘punctuated chaos’, “rapids of change”, and  “permanent white water”. In this new 
environment leadership and management approaches of the past are  under question (cited by 
Scherer 2003:1). Savoie reflecting on the pace of change in the health industry, says: 
People used to have time to think about change but it is 
happening at such a pace today. You need a chance to 
accomplish a change and get used to it then move on; we get 
exhausted now from changes happening in the middle of 
other changes. At some point you need to complete a cycle 
(cited in 2005:14). 
To explain what this change process means to organizations, a wealth of new concepts have 
emerged such as dynamic complexity, the science of complexity, complexity adaptation, and 
upheavals at the edge of chaos (Senge 1990) (Waldrop 1992). Senge and Stacey talk about a 
new science, a study of complex living systems, emerging from the ‘new sciences’ of the 
twentieth century such as quantum physics, ecology, complexity mathematics and chaos 
theory. Such nonlinear thinking assumes that human groups, processes and activities are self-
organizing like ecological niches (Senge 1999) (Stacey, Griffin et al. 2000). The new science 
has resulted in human organizational systems like the health industry being studied in an 
entirely new way with greater appreciation of the interconnectedness of human beings within 
such complex structures.  
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Organization ecology, another term emerging from evolutionary biology, tries to capture 
the full range and diversity of an organization through its birth, growth, transformation, and 
mortality. Organization ecology provides insights into how industries develop and change 
over time.   Barnett states that each organization’s environment is made up of other 
organizations and as such, how organizations affect each other is significant (Barnett, Carroll 
et al. 2002) (Witteloostuijn 2000). Writers indicate that, today, a successful organization 
needs to be responsive, adaptable and flexible, it needs to turn the organization inside out 
(making it porous to customer, distributors and suppliers) and upside down (encouraging 
participation, information-sharing, and wholly new roles for supervisors/managers), and it 
needs to move towards a more  fluid, organic structure or boundary-less and seamless 
organization (Johnson 1993) (Wheatley 1994). While health reform may have restructured the 
health industry the concepts of responsiveness, adaptability and flexibility in the provision of 
an integrated or seamless service delivery to health consumers still remains an idealized 
concept.   
The simplest definition of change management is provided by Nichols who refers to 
internal change as “the making of changes in a planned and managed or systematic fashion” 
and dealing with external change as  “response to changes over which the organization 
exercises little or no control” (Nichols 2004:1). Nichols sees the approach to change being 
reflected in the organization’s management mindset and it’s emphasis on adaptation. He 
identifies the primary skills needed for managing change as: political skills, analytical skills, 
people skills, and system skills (Nichols 2004:6 & 7). Whether health-care managers in 
British Columbia possess such skills will be examined later in chapter seven.   
As for the health industry’s ability to respond to change, Champagne in her paper to the 
Commission on Health Care in Canada noted: 
We might intuitively expect health organizations to have 
even more difficulty with change, but the literature is 
somewhat equivocal in this regard. As public bodies, health 
organizations have decision-making processes that are more 
laborious, convoluted, turbulent and conflictual.  Their nature 
as professional organizations further hardens their aspects of 
the decision-making process. Although logically this might 
point to more failure, it is apparently not so if the decision-
making processes used are customized and suited to their 
settings (Champagne 2002:vi).  
Yet, in the final analysis, Champagne says: 
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….the fact remains that health organizations tend more 
frequently to exhibit characteristics that are non-conducive to 
change than their private-sector counterparts (Champagne 
2002:4). 
Her assessment of Canada’s two reform methods of primary care and regionalization was that 
both were major decision and implementation failures (Champagne 2002:vi). As she saw it, in 
order to enhance the ability to manage change in Canada’s health organizations the following 
features would need to be present: a culture based on experimentation, change, risk and 
accountability; independent thinking and initiative; attention to incentive mechanisms; a 
climate of trust; collective and individual learning; the adoption of flexible, highly integrated 
and complex structures; a rethinking of the managerial role and the use of scientific 
knowledge in decision-making (Champagne 2002:viii & ix). It is the limitation and/or 
absence of such features which may explain why health reform has not worked. For all the 
disruption caused by organizational change in the health industry, the question remains as to 
whether any single change model might have worked more effectively than another.   
   Research data does not seem to support a single effective model which presents questions 
with regard to the single regionalization model adopted in British Columbia. Champagne 
studied a number of change models with regard to health organizations in Canada and came to 
the following conclusion:  
Perspectives on the determinants of failure of change are thus 
many and varied. Yet we have very little scientific evidence 
of their relative effectiveness. The rational and strategic 
management models have high face validity, but we do not 
really know how effective they actually are. The 
organizational development and individual learning 
(psychological) models have been more extensively 
researched and seem to rest on solid foundations. Yet 
evaluations report highly variable success rates, suggesting 
that the explanatory and prescriptive power of these models 
is limited. The structural, political and institutional models 
seem to provide some strong explanation for failed 
implementation, but the lessons to be drawn in terms of 
action and change management are not so strong. Lastly, the 
organizational learning and complexity models seem 
promising and theoretically well grounded, but only in the 
rarest cases have they been used to guide the implementation 
of organizational change (Champagne 2002:vii & viii)     
If this is the case, then  is there any evidence to support changing organizations on such a 
massive scale?  Would the success rate of other industries provide some measure of outcome 
for the health industry? The success record for industry in general is not promising. Both 
Kotter and Zidle state that it is estimated that sixty-five to seventy percent  of organizational 
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change fails because change is viewed as an event and not the ongoing mental, emotional and 
physical process of personal transition (Kotter 1996:17) (Zidle 1998:1). Other writers found 
that managers tend to think and act as if everyone else in the organization needs to change but 
them. Organizations failed to set up retraining policies and did not foresee the human resource 
problems when downsizing affected job security. Personnel were expected to do more with 
less, but there was no plan on how to work with less staff. In addition, communication links 
were inadequate for the new organizational structure. Other researchers argued that bringing 
about change on a large scale is complex and requires a thorough understanding of 
organizational culture (Fullan 2001) (Sauser and Sauser 2002) (Schein 1997:24; Choy n.d.). A 
compounding problem for British Columbia is that before issues could be addressed with one 
reform (i.e regionalization) process another was introduced.  Even with Champagne’s 
assessment of health reform noted above, the difficulty in measuring the success rate of such 
change in British Columbia, or anywhere else in Canada, is that such change is ongoing.   
Other researchers have explored whether there is any limitation with regard to changing 
large organizations. Witteloostuijn states that only change that negatively affects an 
organization’s core features of accountability, reliability and reproduceability increase the 
mortality rate of the organization, whereas peripheral changes in organizational features may 
even enhance organizational performance (Witteloostuijn 2000). The reform process in 
British Columbia was not peripheral and there are already concerns that the management 
ranks may have been cut too severely. The concern with too severe a change was noted by 
Bacal who suggests that organizations can slip into “downcycles” which can occur one to two 
years after a reorganization. This may be  characterized by a gradual long-term process where 
the organization becomes progressively more depressed, insular, protective and confused 
(Bacal 2002:2). Research carried out by Noer found that five years after the symptoms of fear, 
insecurity, uncertainty, frustration, anger, sadness, depression and betrayal  had been 
clinically observed in individuals in downsized organizations, most of the symptoms were 
still present; some were more pronounced and deep-rooted than ever (cited by Dupuis, 
Boucher et al. 1996).  
Change also presents an increased need for information. If health organizations are 
regarded as a living system, as is the premise of the  new sciences, then information becomes 
essential to its survival, particularly at a time of massive change.  Flower notes that such 
information needs to be open and abundant and  immediately available to people (Flower 
1993). However, the inability to exploit all the internal and external information resources 
available to organizations –human, electronic and paper-based- can be  costly. The costs of 
inefficiencies that result from intellectual rework, substandard performance and the inability 
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to find knowledge resources is in the billions of dollars. Experts estimate that twenty to thirty 
percent of the annual trillion-dollar cost of the United States health care system is tied up in 
paperwork. Although health care is a high-tech field, Gates argues that the technology has 
been mainly directed at stand-alone diagnostic systems, not at information flow (Gates 1999). 
The inadequacy of the information systems in British Columbia was previously mentioned in 
chapter two. These  information inadequacies and lack of  computer integration create 
information barriers and diminish the effectiveness of any change process. While McDonald’s 
may be able to track every hamburger it sells, or a Coke machine in Tokyo can phone home 
for more supply, and shipping companies can provide Internet tracking of their parcels, the 
health industry is still unable to instantly track and detect trends with regard to patients, staff, 
workload, supplies, costs or other essentials in their everyday services.  Huge government 
databases exist but computer friendly software programs to quickly access and analyze such 
data are still out of reach.  
The current need for greater integrated information systems in organizations, has also 
heightened the profile of knowledge in all industries and the health industry is no exception. 
Stacey sees organizational knowledge as” a spiral process starting from the individual level 
and moving up through expanding communities of interaction, that crosses sectional, 
departmental and organizational boundaries”. He argues that the  role of the organization is to 
provide the proper context to  facilitate group activities, as well as create and accumulate 
knowledge at the individual level (Stacey 2001). Thus, the knowledge assets of an 
organization are being created in the pattern of relationships between members and, according 
to Nonaka, are destroyed when those relational patterns are destroyed. He sees that 
organizational policies that disrupt these relational patterns between people, can seriously 
damage its knowledge-generating capacity (Nonaka 1995). The effect of health reform on the 
knowledge base of the industry is rarely mentioned, yet this could be a major drawback of  
reform as organizational relationships have not only been interrupted, in many instances they 
have been destroyed.  
In summary, organizational change has become a reality in society today. To describe this 
change process and to capture the speed of such change, new terminology has been created. 
The health industry, a late player to such change, may be ill-prepared to adapt quickly to 
change because of its traditional structure. Studies have also shown that no single change 
model seems to work in changing health organizations which may explain the problems 
encountered with health reform outcomes. If the success rate for corporate change is a guide, 
then the success of health reform is not encouraging and, the long-term effects on the industry 
have yet to be determined. If knowledge assets are being damaged when relational patterns 
Chapter Three: Organizational Change   54 
are destroyed, then health planners need to be more aware of the latest scientific thinking on 
organizational change and what the new organizational model may mean to further changes 
being introduced to the industry.  
3.2.2 The new organizational model 
The health industry in its present structure, regardless of what changes have been introduced, 
still remains complex and cumbersome as it is still not able to adapt quickly to change. At 
best, health reform has attached new technologies to an old culture even with the introduction 
of regionalization. A fully redesigned model, has yet to emerge. In looking at the features of 
old and new organizational models, Paterson provides the following description: in the old 
model frontline transactions with the customer resulted in both frontline staff and customers 
(i.e. healthcare clients) being miserable because of limited choice; the new model provides 
full participation by both staff and customer with the customer setting the product or service 
agenda. A sensitive customer interface is created through individual customer profiles, 
preferences, and accrued activity and trust are maintained in real time (Paterson 2003:3). To 
create this new model, in which decision-making power is pushed to the frontlines in the 
health industry, a major change in organizational culture would need to occur. The thinking 
behind the new organizational model, according to Hock, comes from an “understanding of 
autocatalytic, nonlinear, complex, adaptive systems, referred to as ‘complexity’ theory. 
‘Chaordic’, an invented term from chaos and order, describes  “organizations which can 
harmoniously blend both chaos and order” (Hock 2000:21).  
To exist in this new culture, Hock argues that an organization needs to have a clear 
understanding of its purpose and principles. Purpose in this case is more than an objective or 
mission statement, it is a “clear, socially responsible reason for existing”(cited in Wood 
2005:5).  Principles consist of a fundamental belief about how the organization intends to 
conduct itself in pursuit of its purpose and are “the values and ethics-based rules and 
guidelines by which the organization will operate”(cited in Wood 2005:5). To the degree that 
the purpose and principles are shared in common, people in an organization will be able to 
behave in accordance with them without the need of command and control structures of the 
old organizational model (cited in Hoffman n.d.:1). Leadership in this new organizational 
model, according to Hock, is leadership by everyone with leaders needing to articulate a sense 
of community and a vision of the future. In Hock’s view: 
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It is true leadership –leadership by everyone – chaordic 
leadership, in, up, around, and down that this world so badly 
needs, and it is industrial age, dominated management that it 
so sadly gets (Hock 2000:22 & 23)  
While Chaordic leadership thinking may not yet be evident in the current health 
organizational culture, Hock  described what it might look like in his presentation at the 2005 
California Medical Association conference stating: 
Only with the evolution of a self-organizing, Chaordic, 
transcendent organization in which all parties have an 
appropriate voice in governance – in which the whole does 
not control the parts and the parts do not control the whole –
in which competition and cooperation are harmoniously 
blended – in which public and private entities are seamlessly 
related – can order emerge and a universal, effective, low-
cost system of health evolve (2001:1).   
The first step towards such a new model, as recommended by Hock, is to change the 
organizational culture, not rearrange the parts of the old model  which has been happening 
with most health reform. It is only after the culture has been restructured that the focus can be 
effectively made on the needs of the health care customer. If Hock’s view and the new 
organizational model for the future is accepted, then it would favour greater choice for the 
health customer. Quality service delivery would then be critical to such customer choice. 
Such cultural restructuring requires a very different leadership style to be successful. As the 
health industry continues to evolve, with more public and private customer choice, hopefully, 
a change in organizational culture will also occur. Yet, the amount of change which has 
occurred to date has already increased the complexity of a complex industry and there 
remains a concern over  how much more change the industry can endure.     
3.2.3 Changing a complex organization 
As shown in chapter two, health industry complexity has increased in the past thirty-five 
years with the introduction of new procedures, technologies, expanding varieties of health 
workers, increased patient demands, political policy changes, and diminishing resources. 
Health reform further exacerbated this complexity with changes in governance structures, 
amalgamation and closure of health services and programs, and increased management 
restructuring. This segment explores how this increased complexity is effecting organizations.   
The previously held Newtonian approach to understanding human organizations considered 
them to be a machine. Newtonian scientists believed in certainty and that the outcome of 
natural processes could be predicted with pinpoint accuracy (Johnson 1997:2). This 
management view holds that once the individual parts of the machine were known the whole 
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system could be managed. Recently, Newtonian theory has been superseded by complexity 
theory  which looks at human organizations more as a living system. For example, Hutchens 
asks such questions as: 
What if an organization were less like a machine and more 
like a living system?….What if it can learn and adapt…not 
unlike a forest, or a school of fish, or even the human brain? 
(Hutchens n.d.:2)    
From this perspective, a health organization could be  regarded as a living ‘open’ system 
engaging with its environment and continuing to grow and evolve, and deliberately keeping 
itself off balance in order to survive. If this notion is valid, health reform might be considered 
a healthy state as it forces the industry to evolve and grow. Hutchens further states that 
change should be a “multiple actions approach,” that is, experimenting with several different 
approaches, which over time can be observed to see  what works and in what context 
(Hutchens n.d.:8). Perhaps the various reform approaches in the health industry have allowed 
it to see what works best.  However, such change is supposed to come from within a living 
system, not be imposed from outside.  Hutchens clearly supports such internal evolution 
insisting that the change agent must “Trust the emergent property of systems and the law of 
natural selection to ‘choose’ the right way to go”.  Whether or not the health industry could 
have evolved without change being imposed from outside is a topic left for another 
researcher.   
Hutchens, obviously aware that change is often imposed, goes on to state that it is 
important not to assume that the created structure is the system. In assessing the newly 
formed organization it is important to differentiate between the “legitimate system” and the 
‘shadow system”.  The legitimate organization is the policies, systems and organization 
charts, while the shadow system is the unofficial relationships and informal processes which 
facilitate production. It is in this shadow system where the greatest interconnectivity and 
relationships flourish (Hutchens:8 & 9). This shadowy part of the organization is where 
patterns, direction, feelings and the internal rhythm of  what’s happening occurs and it is here 
where the organizational culture thrives.  Making sense of the organizational culture requires 
attention to the communicative interactions between people as they carry out their everyday 
activities, because it is in these interactions or ‘living present’ that the future of the 
organization is being perpetually constructed. An organization becomes what it is, because of 
the system its managers design, the actions people in organizations choose to carry out, how 
they deal with risk, and how they struggle to survive (Wheatley 1994; Stacey, Griffin et al. 
2000). According to Douglas, organizational culture is not a static ‘thing’ but something 
which keeps changing. She defines it as follows:   
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Organizational culture is the emergent result of the 
continuing negotiations about values, meaning and 
proprieties between the members of that organization and 
with its environment (cited by Seel n.d.:3).  
In health reform, these organizational patterns, rhythm and culture were disturbed. The 
question remains as to how deeply this organizational culture has been damaged in the 
process and how long it will take for new connections and relationships to be molded to create 
a new culture.      
 Dooley describes organizational complexity by identifying such features as the number of 
different professional specializations that exist within an organization; the technological core 
such as procedures, methods and processes; the ability or inability for organizational entities 
to “connect”; the amount of variety, or differentiation, in the organization’s core processes 
and technologies; and the extent that its constituent elements are interdependent upon one 
another (Dooley 2002:2-5). Since many of these features can be found in the health industry, 
the health industry could be described as a modern complex organization. However, the 
linkage Dooley makes between environmental complexity and learning in the following 
statement is the point of importance to this study.  
When the environmental complexity is very high, 
organizational members are constantly barraged with 
demands for their attention, solving existing problems and 
scanning for new ones. This taxes the information processing 
capacity of the organization, and individuals tend to shut 
down, saving their energy for emergency needs that may 
arise. The opportunity for organizational learning is 
maximized when environmental complexity is moderate, 
pushing organizational members to learn new skills and solve 
problems, within the limitations of their ability to process 
information (Dooley 2002:11). 
In dealing with change in the health industry this is a key point and focuses attention on the 
learning capabilities of its members, and particularly for this study, on health-care managers. 
Health reform, in escalating organizational complexity, may have created a negative climate 
for learning for health-care managers. This learning climate, as viewed by health-care 
managers, will be examined more in chapter seven. What is understood from this material on 
complexity is that the health industry, already a complex organization, was made even more 
complex by health reform, disturbing fundamental organizational patterns, rhythm and culture 
and also the learning climate for its members. It is with this understanding of the effects of 
change on the health organization that the focus now turns to the managers.  
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3.3 How change affects managers 
As organizational change occurred in the health industry well after other industries, it is 
helpful for managerial leadership to note the comments of Peters on how leaders in other 
industries were affected by change. Peters says:   
The management principles we have held dear are 
undergoing relentless attack – and succumbing. Most of the 
cause-and-effect relationships we have cherished have been 
found wanting (Peters 1987:390).  
Peters further states that the new organizational environment challenged managerial leaders to 
seek the unconventional and to be willing to “deal with the task of simultaneously nurturing 
stability and instability”(Peters 1987:394 & 395). As the health industry moves towards the 
new organizational model managers will be facing similar challenges. It is these challenges 
which will now be examined.    
This section will describe the role of the health-care manager, how health reform has 
changed this role, the similarities of the health-care manager’s role to managers in other 
industries and what new expectations all managers face in today’s organizations. The 
examples used in this section to portray the pre- and post-reform environment of health-care 
managers reflects the situation in one Canadian province and are used as an example with the 
understanding that variation exists even among the health authorities in British Columbia.The 
objective of this information is to understand the fundamental changes faced by health-care 
managers and the reason for the urgency in addressing their new learning needs.      
3.3.1 Definitions/description of the health-care manager’s role  
According to Webster’s dictionary, management is defined as “the act of managing, treating, 
directing, carrying on, or using for a purpose; administration; cautious handling or treatment; 
the body of directors or managers of any business, concern, or interest collectively”. The 
general definition for a manager is “one who manages; one who has the guidance or direction 
of anything; one who is directly at the head of an undertaking” (Webster 1985:578). Spirn and 
Benfer describe the manager’s job in terms of various “roles,” or organized sets of behaviours 
identified with a position (Spirn and Benfer 1982:35). Definitions for health-care managers 
are much harder to find. The National Occupational Classification (NOC) system of the 
Department of Human Resources and Skills Development Canada (HRSDC) has a number of 
definitions which refer to managers in both health and social services. Definitions for senior 
managers or head nurses and supervisors are similar: 
 
Chapter Three: Organizational Change   59 
Senior managers plan, organize, direct, control and evaluate, 
through middle managers, membership and other 
organizations or institutions that deliver health, education, 
social or community services. They formulate policies which 
establish the direction to be taken by these organizations, 
either alone or in conjunction with a board of directors (cited 
by Romilly 2005:10). 
The problem with the above definition is that it is inadequate when it comes to the newly 
created health authorities and the regional responsibilities of  health-care managers. Another 
definition of the Canadian Institute of Health Information (CIHI) for a health service 
executive provides a different description of the health manager’s role:  
A health service executive assumes a leadership role in a 
management position in the Canadian health system. The 
Executive’s responsibilities/activities are: leads the part of 
the system for which he/she is responsible to ensure that the 
services within his/her area of responsibility is provided with 
the highest quality, with best use of available resources, in an 
environment that is conducive to good employee morale and 
that is synchronized with other parts of the health system 
(cited by Romilly 2005:12). 
However, this definition is centered on one level of management with no reference to the 
many and diversified management positions in the rest of the industry.  A  more 
contemporary definition of the responsibilities of the Chief Executive Officer and first-level 
manager in the health industry can be found in a definition from the province of Quebec:  
  First level managers will act as facilitators for 
interdisciplinary teams. They will encourage initiatives and 
foster the emergence of projects aimed at improving 
practices, based on client needs.  Professionals and managers 
will openly discuss desired results and the expected 
contribution of all participants. They will work together in a 
climate of cooperation, evaluating the results of interventions 
and needs for improvement.  and  
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Heads of institutions will be increasingly called upon to meet 
real management challenges: defining an inspiring vision and 
communicating this to all members of the organization, 
offering motivating leadership, placing value on the 
contribution of each player, and ensuring that the 
organization contributes fully to the achievement of regional 
and national objectives. The great strength of management 
teams will be expressed, above all, through their capacity to 
create a climate of confidence and to instill in others the 
desire to succeed. Their main objectives will be to anticipate 
change, offer direction and mobilize the energy of all players 
around stimulating projects which are beneficial to the 
population, as well as to internal partners and to the whole of 
the health and social services system (cited by Romilly 
2005:12).      
The above definitions, while still focused on the senior levels of the industry, does provide a 
more current description of a health-care manager’s role.  
The problem with so many definitions of health-care managers is that they primarily focus 
on the chief executive officer or senior managers with little reference to any other 
management level. This drawback was also noted by Romilly as follows: 
When you start to examine the positions below those two 
levels, defining the position and scope of work varies 
considerably across the country as does the way provincial 
health services are organized (Romilly 2005:1). 
A better and simpler definition may be found in the definition of the Canadian College of 
Health Service Executives (CCHSE) which focuses on the health-care leader: 
A health-care leader is an individual who creates vision and 
goals, and mobilizes and manages resources to produce a 
service, change or a product consistent with the vision and 
goals (cited in 2005:3). 
The new reality is that the role of health-care manager created by health reform may be 
closer to that of a manager in general industry. Shortell describes this role as technical, 
political and visionary: technical in financial management, decision-theory applications, 
human relations, and information systems; political in knowing about community 
organizations and politics and inter-organizational relationships; and visionary in being able 
to survey the environment not only to anticipate new developments but to actively create, in a 
visionary way, new opportunities for the organization. Shortell also states:   
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In no other field are the implications of the administrator’s 
roles of technical, political, and visionary more likely to be 
influenced by future developments than in the management 
of health care organizations (cited by Spirn and Benfer 
1982:391). 
From a general industry perspective, Shortell could foresee the health-care managers’ role 
was subject to considerable change. Thus, finding a definition which adequately describes the 
newly reformed  role of today’s health-care managers has been difficult. For this reason, the 
simpler version provided by the CCHSE may be the most appropriate at this point in time. To 
expand on this definition, this section will examine the evolution of the health-care manager’s 
role and how health reform has affected health management resources. In addition, the section 
will examine how reorganization has affected other industries creating new expectations for 
all managers.   
3.3.2 The evolution of the health-care manager’s role  
Over the past thirty-five years, the health-care manager’s role has evolved in keeping with 
public policy changes within the health industry. As Canada moved from a private to a 
publicly funded health system in the 1960s, former managers in large hospitals (i.e. 
physicians, nurses, religious orders or retired military officers ) were replaced by a new 
generation of managers, mostly male with financial expertise, since  policy makers regarded 
financial skills as imperative in running a publicly funded system. In the past forty years 
physicians became less involved with management but recently this trend has changed with 
an increase in management education opportunities for physicians (Romilly 2005:32). 
Nursing held firmly to having professional nurses as their senior managers, but even these 
managers had to increase their management knowledge to retain their positions.   
During the 1970s as health services expanded, there was an increased demand for qualified 
managers, those with some management training. In response, provincial higher education 
institutions created health administration diploma programs and the Canadian Hospital 
Association (CHA) and the Canadian Nurses Association (CNA) created a number of 
correspondence programs for managers across Canada.1   By the 1980s these correspondence 
programs were replaced by graduate, and postgraduate programs relocated to higher education 
institutions. According to Romilly, “formal training seems to have been the primary vehicle 
for developing health care leaders in Canada, along with executive programs” (Romilly 
2005:27). By 2000, after years of health reform, the first questions were being asked about  
___________________________________________________________________________ 
1.  Personal recollections as Executive Director of  the CHA/CNA management distance education program. 
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management education. In the  Spring of 2005 a national meeting of key health organizations 
was held in Ottawa to reexamine the learning needs of managers (2005) (Romilly 2005).  
Currently, leaders and managers in the health industry come from a variety of educational 
backgrounds. Rural and remote areas still promote competent clinical and/or technical 
individuals into management while large urban centers demand higher entrance qualifications 
(e.g. a master’s degree). Familiar higher education degrees for managers today may include 
health service administration, business administration, and public administration (Deckard 
n.d.:8) but other qualifications are equally prevalent. In 2000, a survey of  three hundred and 
thirty-six senior executives of the CCHSE found that eighty-seven percent of the respondents 
were male; eighty percent or more had attained a master’s level designation or higher; 
seventy-six percent had attained their Certified Health Executive (CHE) designation and 
eighty-nine percent were forty-five years or older (Armstrong, Brunelle et al. 2000:2).While 
the CCHSE survey tended to be biased towards males, these findings may accurately show 
the lingering tendency in the industry to have  more males in senior management and more 
females in lower management. While qualification expectations have risen to supposedly 
meet the increased complexities of their role, it is unclear if such education is actually 
addressing the changes which health reform have introduced. In chapter four, this study will 
show the current problems of health management education. Chapter six will present finding 
on the latest educational qualifications of health-care managers. Chapter seven will examine 
whether the educational objectives for health-care managers need to change because of health 
reform. The next section will show how recent organizational changes have affected the role 
of health-care managers.  
3.3.3 Pre- and post-reform changes in British Columbia 
In the pre-reform period health-care managers were mostly responsible for one institution or 
one program/service. In the traditional bureaucratic structure of the health industry the chain-
of-command was clear. In addition, clinical/technical professionals interested in management 
were gradually promoted up the bureaucratic ladder increasing their organizational knowledge 
as the years passed. Frontline managers were assured of support services in the areas of 
general management, finances, human resources and information technology. Additional 
managers in the system allowed for flexibility in addressing unexpected shifts in service 
demands and provided relief for education and other activities. The different regionalization 
models altered this traditional management structure, with the 2001 reform model of six 
regional health authorities introducing the greatest change. A few examples have been 
selected to illustrate the differences in the pre- and post-reform working environment of  
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managers. These examples are: decreased quantity of managers, increased workload, 
decreased support services, remodeled health bureaucratic structure, and hiring of senior 
managers without health industry experience.  Figure 3.1 presents an illustration of the 
different management levels within the health authorities. It is understood that at the program 
level there would be a variety of different management positions in keeping with the diversity 
of health services provided.  
 
 
 
 
 
 
            
 
 
 
 
 
Figure 3.1: Health Authority Management Levels 
As noted above, the pre-reform bureaucratic model allowed for additional managers in the 
system for greater flexibility. In the post-reform environment the overall quantity of managers 
has been reduced, particularly at the top levels of the organization, with increased 
responsibilities being downloaded to remaining managers. This shortage in the number of 
managers in the health industry was noted in the CCHSE report to the Romanow 
Commission: 
…..opportunities to develop succession planning for senior 
levels have been reduced with the elimination of many 
middle management levels and little time to coach and 
mentor younger leaders. At two recent conferences in BC 
[British Columbia] the Deputy Minister of Health stated that 
the health system might be under-managed and they might 
have cut too many positions (cited in Romilly 2005:32)   
Health Authority Board 
Chief   Executive Officer 
Corporate/Senior Management -Responsible for 
corporate administration, human resources, finance, 
communications, information technology, home and 
community services, Public Health 
Regional Managers -Responsible for services in one 
region including  several  communities and including 
acute ‘hospital’, diagnostic, community services (i.e. 
Public Health , mental health, addiction) & residential 
long-term care services 
Program/frontline managers -Responsible for 
frontline day-to-day service delivery and may  involve a 
number of sites. 
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In another report the CCHSE reported that not only is the current health system under-
managed due to cuts to middle and senior management but:  
…..the concerns of senior health service executives are 
similar to many of their professional colleagues: fewer 
people doing more work, more demands and fewer resources, 
reduced morale, lack of support, and lack of value of their 
contributions.  These conditions have resulted in fewer 
incentives for younger professionals to aspire to senior 
management levels (2001:16).    
Luthans and Sommer found that where change focused exclusively on cost and/or 
efficiency and effectiveness, the organization often did not calculate the  human resource 
effects and going too far, produced what some called ‘corporate anorexia’. Organizations had 
ignored their core competencies and cut personnel so much that they were starving for people 
possessing critical managerial and professional skills (Luthans and Sommer 1999:65), the 
very concerns of the CCHSE with regard to health reform. The magnitude of this change was 
captured in a 2000 CCHSE survey in which respondents stated that senior management 
numbers had been reduced by fifty percent. Respondents also noted that senior management 
roles had become much broader and more complex with a significant increase in the range of 
responsibilities crossing programs, sites and systems. Only thirty-one percent of respondents  
worked for organizations located on one geographic site. The remainder led organizations 
distributed across two geographic locations or more. Thirty-nine percent indicated that their 
organization operated from four or more locations. Seventy-five percent of respondents were 
responsible for both community-based and hospital-based health programs (Armstrong, 
Brunelle et al. 2000:3).  
Romilly indicates that this flattening of senior management structures has led to more work 
and responsibility for the Chief Executive Officer (Romilly 2005:33) as well as to other 
management levels. Lower-level managers not only have increased responsibilities, they are 
also dealing with different working locations, an increased number of human resource issues, 
and several collective bargaining agreements. A recent study found that with health reform 
many health service executives now manage budgets and human resources exceeding those of 
towns and cities in Canada (2001:3), and this picture is proportionately similar for other 
management ranks. This delayering of management ranks and a consequent curtailment of 
career opportunities for managers was also noted by Truss and O’Callaghan following health 
reform in Britain (Truss and O'Callaghan n.d.:1). The decreased numbers of managers and 
increased workloads have created more difficult, complicated and diverse job demands for 
many health-care managers.    
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Is it possible this trend of cutting the number of managers may yet be reversed? General 
industry has discovered that after years of cutbacks to their management ranks they are now 
realizing corporate downsizing was too severe. Farquhar notes a shift in corporate thinking 
with a new appreciation of middle managers. But this middle management role has changed 
from pre-downsizing days. Middle managers are now seen as the hub of implementing change 
initiatives, pursuing new strategic directives, and bringing fresh insight and experience to 
problems. These new middle managers are focused on leadership, building relationships and 
seeking new ways of addressing problems. Their roles now involve focusing on strategy 
implementation, acting as a change agent, brokering opportunities for innovation and 
collaboration, ensuring communications and providing expertise and projects management 
(Farquhar 1998:2). As noted above, there are beginning concerns in the health industry that 
downsizing of the management ranks may have  been too severe, but to date there has been no 
action to readdress this shortfall. So, health-care managers are coping with a potentially 
under-managed organization that continues to change with an increasing awareness of the 
impact this may be having on patient care and their own health.  
Another post-reform change for frontline health-care managers was the elimination of 
support services on which they had relied for years. With the introduction of a new 
management level called ‘regional managers’, the former management support service 
network was eliminated as it was these managers who were selected for this new role. This 
loss meant that frontline managers were now personally responsible for these activities (i.e. 
general administration, finance, human resources and information technology).
2
   They had to 
learn new skills at a time when the workload for these frontline managers had also increased.  
An example of this problem was noted in a study of nurse managers in the Canadian 
restructured health settings which found:  
….a lack of necessary information, resources and support to 
perform their role effectively put nurse managers at risk for 
developing emotional exhaustion, at the heart of burnout 
(Romilly 2005:34).   
For many frontline health-care managers, therefore, reform has meant increased 
responsibilities and workload, increased learning demands, along with decreased numbers of 
managers and support services.   
The restructured bureaucratic model also introduced other problems. Prior to health reform 
each health facility and/or community program existed within a traditional bureaucratic 
__________________________________________________________________________ 
2.  Personal recollections as Administrative Consultant with the British Columbia Ministry of Health. 
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structure with the chain of command operating from top to bottom. The post-reform, neo-
bureaucratized structure, has left a streamlined executive and senior management level with 
lower management structure relatively unchanged. For example, health clinical professionals 
may have experienced a slight shift in their client population and/or reporting structure, but 
their operational activities of caring for patients continued much as before. Admittedly the 
health regions are larger, but much of the traditional structure remains with top- to-bottom 
authority and bottom-to-top reporting. While a partially flattened structure  would appear to 
have  streamlined the management process, frontline managers discover they now have to 
report through a new regional management layer to communicate operational issues to 
corporate/senior managers. For them, this has increased  their communication problems and 
reduced their input into overall management decision-making.    
The bureaucratic structure which traditionally existed in the health industry was designed to 
maintain command and reinforce authority. It provided for a formal system of 
communications, and created an operational system in providing health care to large numbers 
of clients. Sullivan and Decker argue that the bureaucracy’s strength lay in its capacity to 
manage routine and predictable activities in a stable environment with its well-defined chain 
of command and rules (Sullivan and Decker 1988:29 & 39). For this reason, health 
organizations were ill-equipped to handle rapid and continuous environmental change which 
has become the new reality. The need for reform was essential, but the reform process 
remains incomplete. It has not penetrated the lower levels of the organization to restructure 
management roles, to create greater diversity and autonomy, and to stimulate innovation. It is 
true that health reform has integrated and/or amalgamated health facilities and programs but it 
has not changed the ability of the industry to respond quickly to shifting service demands. In 
order to respond more quickly the reform process would need to penetrate deeper into the 
system. The industry’s difficulty in responding to emerging issues is evident in ongoing 
reports of service issues (e.g. emergency department backups, diagnostic and surgery waitlists 
etc.). For health-care managers, after three rounds of reform, they now find themselves in a 
neo-bureaucratic organizational model with a flattened upper management structure working 
in tandem with a traditional lower management structure. The unanswered question is 
whether there is sufficient political will to expand the reform process to encompass the entire 
industry and allow for greater innovation and independence. But this division in the 
management structure has another facet.     
Prior to reform, most senior managers were health professionals/technicians who were  
promoted from within the organization and were familiar with the operational details of 
service delivery. Post- reform, many corporate/senior managers are selected from other areas 
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(e.g. business, human resources, engineering, education, etc.), with no health industry 
experience. The concept that anyone with management experience can assume a management 
position in any other industry has been fostered in recent years and incorporated into social 
programs with the introduction of a corporate management structure. The idea might be 
acceptable if financial and corporate decision-making were the primary activity of health-care 
managers. However, this is not the case in the health industry where organizational culture 
experience and the understanding of service delivery complexities are essential in decision-
making. It is also difficult to communicate the details of these items in an orientation 
program, no matter how well designed.        
On a positive note, diversity of management thinking can be a benefit to an organization. 
Goodreau, a Chief Executive Officer of one of the health authorities in British Columbia, 
coming from  general industry sees the benefit of this move as: 
 What was helpful was that health care was going through 
significant change with the creation of health authorities and 
government financial restraints so that it created an 
environment where someone with a different background 
was welcome. The mix of industry insiders and outsiders 
helped to create an environment and diversity where different 
perspectives were welcome (cited in 2005:12)..    
The reason given for this change was that the new health environment, particularly at the 
senior levels, needed individuals with more corporate/business expertise to match the new 
corporate structure. Timmreck  supports such a view by saying:  
The tradition that “if you are a good tech, then you will be a 
good department head” does not hold up always in an 
administrative environment of tight budgets, downsizing, 
prospective payments, and managed care, all of which 
demand high efficiency and trained managers(Timmreck 
2000:2). 
While such diversity may be positive, the arrival of senior managers with no health industry 
experience created new issues for other health-care managers. Since these new 
corporate/senior managers were not required to take an extensive orientation or internship 
program to familiarize themselves with the industry, frontline managers began to encounter 
problems communicating the intricacies of operational issues to these new managers. 
Conversely, these senior managers argued that managers with clinical/technical expertise 
were unable to appreciate the corporate perspective when change needed to be implemented. 
This communication gap continues as few executives see a need to blend the two 
backgrounds.   
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In summary, health reform has restructured the traditional bureaucratic model by flattening 
the upper while leaving the lower management structure relatively untouched. This change 
involved the reduction of the overall number of senior management positions. In the new 
structure, frontline managers find themselves reporting through a new layer of regional 
managers to upper management, and having increased communication problems dealing with 
senior managers unfamiliar with the complexities of the health industry. The role of the 
health-care manager, at all levels, no longer resembles that of a decade ago and, to date, there 
has been little research on what these changes mean to service delivery. On the surface, 
reform has created an environment where experienced managers, facing increased workloads 
and new responsibilities, appear to be struggling to meet day-to-day operational issues and 
new managers seem to be left with little support or guidance. Whether new technologies can 
improve this situation for managers will be touched upon in chapter eight. As the 
restructuring process has evolved differently within each health authority, the effects on 
managers may tend to vary across the province. Some managers may be just awakening to 
these new realities. However, when such changes are multiplied across the country, it is not 
surprising that there is a health management resources crisis.  
3.3.4  Health management resource crisis  
In Canada, a crisis in health human resources emerged in the late 1990s with shortages, an 
under-supply of candidates interested in the health field, and reduced access to higher 
education (Fooks and Lewis 2002:10). Initially, the concerns were over shortages of clinical 
professionals (i.e. physicians and nurses) but in time the shortages of health-care managers 
also became an issue. The shortage of managers arose as the baby-boomer generation started 
retiring from the industry taking with them a huge portion of  corporate knowledge.  
The leadership crisis has been further exacerbated by increased difficulties in recruiting and 
retaining leaders due to health reform uncertainties, increased workloads, poor work to home-
life balance and low morale within management ranks. Since 2004, this leadership issue has 
gained prominence both nationally and provincially. The Executive Director of the CCHSE, 
stated in his Summer 2004 editorial that this “crisis in health industry leadership is not 
looming but has already arrived.” He identified the following interrelated symptoms and 
dimensions which were contributing to the crisis:  
 Many experienced health leaders are nearing or past the usual age of retirement;  
 The recruitment of senior leaders has become difficult with positions remaining 
vacant for long periods;  
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 There is an extra-ordinary rapid turnover in the senior leadership ranks of the 
healthcare system;  
 Uncertainty and excessive work demands make leadership roles unpopular;  
 Opportunities for leadership training and mentoring are few and far between in 
Canada; 
 There is almost no Canadian research on healthcare management and leadership as 
an occupation;  
 Leadership is not generally recognized or celebrated in Canada; and  
 There is no requirement or expectation for healthcare leaders to pursue continuing 
professional development and/or be registered or licensed (Hylton 2004:3).   
While this CCHSE view was restricted mainly to senior managers, the same could be said 
of other management levels. The aging of health professionals is a  growing concern in 
Canada and the near-retirement rate (NRR- the percentage of workers who are within ten 
years of the median retirement age) as recorded by Statistics Canada is watched regularly. 
Stats Canada recorded a 29.9 percent NRR for all management in 2002 as compared to 15.5 
percent in 1987 and noted that the median retirement age in health care is 61.8.  Romilly 
points out: 
They [Statistics Canada] also say that managerial 
occupations in general will be hardest hit by baby-boomer 
retirement and that health care is particularly vulnerable 
because this sector has a higher proportion of managers and 
professionals with requirements for greater experience and 
higher levels of education, so both tend to be among the 
oldest employees. Managers and professionals in education 
and health care are about five years older than those in other 
industries with high educational requirements (Romilly 
2005:20)  
Obtaining data on health-care managers is a problem which Romilly describes as follows:  
While there are no national research studies about shortages 
there are reports of shortages at various levels…. Part of the 
problem in identifying shortages relates to a lack of common 
standards defining adequate staffing levels…Data is 
incomplete and inconsistent and there is no commitment to a 
common standard or common data gathering system 
(Romilly 2005:2 & 4).  
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This difficulty in determining the number of health-care managers in the industry was also 
noted in Britain (Romilly 2005:11). The lack of data on health-care managers has contributed 
to health human resource planning problems as noted by Fooks et al., who state:  
…there is no sign of inter-provincial cooperation on health 
human resource planning and ….there is limited evidence 
that the [health] system understands the need to link health 
policy decisions to human resource issues (cited by Romilly 
2005:18) 
To address this mounting concern, in 2005, through the CCHSE organization in partnership 
with the Academy of Canadian Executive Nurses, Canadian Society of Physician Executives 
and Human Resources Skills Development Canada, efforts are underway to develop a 
comprehensive analysis of executive/management needs. This effort speaks not only to the 
urgency of more research on health-care managers but also to the timeliness of this study. 
While learning may not be the entire reason for the human resource shortage, it is a very 
important aspect of this new reality. The question is whether the health management resource  
crisis is unusual in an industry following a period of restructuring or are there similarities with 
other industries? This will be the focus of the next section. 
3.3.5  Comparison with other industries 
Romilly, in her interviews with senior health-care managers in Canada, found that recruitment 
and retention of qualified leaders was being adversely affected by the newly reformed 
working environment. She noted that:   
…the quality of applicants for senior positions had decreased 
and expectations were rising; jobs were larger in scope. The 
span of control, in addition to being larger, is more 
demanding and the job is more difficult, more complicated 
and diverse. People are leaving the system because the 
pressure is too high and time commitments are very heavy 
(Romilly 2005:23).  
Other senior managers expressed concerns that the ‘pipeline was drying up’ and the industry 
would soon not have enough of the right people to manage the system (Romilly 2005:23).  
The reluctance of individuals to enter leadership positions in the health industry is 
indicative of what occurred in other industries after downsizing and reorganization. 
Appelbaum’s short list of downsizing outcomes of overload, burnout, inefficiency, conflict 
and low morale, and  Stacey’s view that managers were now being asked to be both ‘in 
control’ and ‘not in control’ at the same time, could easily be applied to the post-reform 
health-care managers (Appelbaum, Lavigne-Schmidt et al. 1999). The new organizational  
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model expects managers to accept a team approach to leadership by delegating both control 
and decision-making to others, a major change for many managers familiar with a traditional 
management model. Stacey also saw a disjunction occurring  between what managers believe 
they ought to be doing and what they repeatedly find themselves doing (Stacey, Griffin et al. 
2000). Lewin found that many of the manager’s background assumptions and time-honoured 
models were inadequate to help understand what was going on, let alone how to deal with it. 
Managers found themselves struggling with something more organic and nonlinear where 
limited control and a restricted ability were the order of the day (Lewin 2003:1).Other writers 
in their review of general industry noted the increased quantity of information managers were 
expected to handle in today’s organizations, the work overload on middle management and 
the negative impact of stress on leadership behavior (Sauer 2000) (Mineghino 2001) 
(Moormann 2002). Fullan found that organizational change brought about too many 
disconnected, episodic, piecemeal, superficially adorned projects, and unwanted, 
uncoordinated policies and innovations which were dropped on managers in the form of 
blueprinted top-down strategies or reengineering or relentless innovativeness (Fullan 2001). 
For the health-care manager, these post-downsizing features have been compounded by the 
reality that they must cope with rounds of restructuring while maintaining a twenty-four hour, 
seven day a week health service to ill clients, a situation not present in most  industries. In 
addition, as health-care managers kept losing and reapplying for reduced numbers of 
management positions, their trust in the health industry diminished.  
This erosion of trust was noted in a CCHSE statement which said:  
….not only has the  culture of caring, the very lifeblood of 
health care services have been ebbing away in the face of 
poor professional practice environments at all levels, 
perpetual downsizing and restructuring has created a  loss of 
organizational loyalty (2001:iii).  
Lewin confirms that trust was one of the major casualties in the rush to downsize in the name 
of reengineering. He quotes a corporate executive as saying, “In a living company, the 
essence of the underlying contract is mutual trust. Before they will give more, people need to 
know that the community is interested in them as individuals.”  In support of this view, Lewin 
states that “it is common sense that if people are treated as machines, not as people, they are 
unlikely to give loyalty and trust” (Lewin 2003:2). One example of this damage to trust in the 
health industry presents itself in the area of professional development. While managers may 
recognize they need further training, they are unsure of their organization’s support for such 
studies or whether such effort will have any bearing on their future career.  Similar findings 
were made by Truss and O’Callagahan on the post-reform National Health Service managers 
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in Britain. The NHS managers indicated there was “a lack of consistent organizational support 
for their career development” (Truss and O'Callaghan n.d.:6). But trust also has other 
dimensions.  
If autonomous units are to exist, which might be a future consideration for health frontline 
management, Peters argues that integrity is essential. It means trusting frontline managers and 
employees to do all the quality control, after providing them with the tools and training 
required to execute such actions. Senge states that when people undertake initiatives that will 
require personal as well as systemic change, trust is essential. If people feel that their leaders 
can be trusted to support new values and actions, they will be more willing to commit time 
and effort and to take risks  (Englund; Peters 1987; Senge 1999). The damage to trust has 
extensive ramifications for the health industry. Unless action is taken the CCHSE foresees a 
leadership problem in the making:  
The increase in workload and stress associated with continual 
fiscal pressures and change has had a negative impact on the 
ability of leadership to respond.  Opportunities to develop 
succession planning for senior levels have been reduced, 
particularly with the elimination of many middle-
management levels, and there is little time to coach and 
mentor new leaders. The under-management of the system is 
a very real concern (2001:16). 
Studies of health reform on managers in other countries have shown similar findings. In 
1993, a group of researchers in Britain undertook a comprehensive survey of managers 
throughout the National Health Service (NHS) (including managers who had left the service) 
to examine “the extent to which a flexible and imaginative care culture in the NHS could lead 
to a more cost-effective use and deployment of managers, greater satisfaction and motivation 
for individual’s and better recruitment and retention of talented staff in the NHS”. This study 
found that changes occurring within the health industry (e.g. organizational restructuring, 
downsizing, privatization of services) were affecting the workloads, job satisfaction, career 
paths and personal lives of health-care managers. Bradshaw in 2002 noted that after two 
decades of change, managers were “reeling from target fatigue arising from the volume and 
pace of the current reforms”(cited by Jasper 2002:65). Based on this study, members of the 
Australian College of Health Service Executives (ACHSE) and members of the New Zealand 
Institute of Health Management (NZIHM) conducted a similar study. This study found that 
health-care managers in Australia and New Zealand felt under pressure due to resource 
constraints; the need to do more with less within shorter deadlines; macro and micro 
organizational restructuring resulting in job insecurity and uncertainty about the future. Other 
findings included personal health problems were occurring as a result of increased stress, 
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uncertainty and job-related pressures (e.g. lack of sleep, weight problems, depression and lack 
of hope etc.) and  increased work demands had an adverse effect on the personal lives of some 
managers. The most frequent administrative problems mentioned by respondents were 
associated with change and uncertainty, reduced financial resources and control, and human 
resource management including changing cultures from public to private systems, dismissals, 
poor leadership and organizational politics (Harris, Maddern et al. 1998:4).  
As all managers, including health-care managers, adapt to their changed working 
environments, they realize that their past learning may not see them through their careers and 
lifelong employment with one organization may not be realistic. Writers have been generous 
with their advice to managers in all industries under similar circumstances. Hooijberg, 
Waldrop, Ball, Sverlinger and Weiss advise managers to: increase their career options in the 
face of an ill-defined future; learn to accept complexity and uncertainty; learn how to manage 
information; translate business strategy into knowledge strategy; clarify managerial 
responsibility for knowledge management; support stronger intra-organizational and 
interpersonal networks; stay on top of new developments in information/communication 
technologies; learn how to create complex models of interactional processes and networks in 
the face of increasing managerial responsibilities; and become a continuous learner 
(Hooijberg 1992) (Waldrop 1992) (Ball 1999) (Sverlinger 2000) (Weiss 2002). 
In summary, managers in all industries have had similar reactions to organizational 
downsizing and reorganization with the biggest casualty being a loss of trust. The ongoing 
stress on health-care managers also has had a detrimental effect on attracting future leaders to 
the industry. This may be the most serious long-term side-effect of health reform. The 
challenge facing all managers in the health industry today is not simply doing more with less 
but understanding the need to do it differently. Managers face a need to redesign themselves 
in keeping with their new working environment . The key task is to identify the skills that 
health-care managers need to meet this new challenge and to determine how best to deliver 
such learning. Both tasks will be addressed in more detail in later chapters of this study. 
Continuing in this chapter will be a review of the new skills being demanded of all managers 
in today’s changing organizations.     
3.3.6 New expectations for all managers 
Writers describe the  new breed of manager for today’s industries as those who can hit the 
deck running, shed former views of control, be able to do everything faster with less 
resources,  understand continuous change and adapt quickly to shifting organizational needs. 
These new managers need to create a culture of restlessness,  welcome  surprises,  have great 
Chapter Three: Organizational Change   74 
flexibility, be capable of employing multiple strategies, and be able to deal with bad news 
head on. Such managers should also be able to define the organization’s role to customers, 
allocate resources, be skilled at communications, seek information from many sources and be 
able to build relationships (Peters 1987; Wheatley 1994) (Harris, Maddern et al. 1998; Gates 
1999; Stacey, Griffin et al. 2000; Sauser and Sauser 2002:5) Nonaka adds that the main job of 
managers is to orient the front line chaotic situation towards purposeful knowledge creation, 
to solve the contradictions between what top management  hopes to create and what actually 
exists, and to become creators and converters of organization knowledge, process facilitators 
and agents of change (Nonaka 1995). According to Rudestam, managers are being forced into 
roles of ‘virtual leaders’, to master new competencies, solve new types of problems and to 
maximize opportunities for their organization (Rudestam and Schoenholtz-Read 2002). In the 
health industry, CCHSE says: 
Managers of the future will have to have a broad range of 
sophisticated competencies including fiscal and human 
resource management, knowledge of technology, the ability 
to integrate many services along a broad continuum of care, 
as well as a thorough understanding of governance combined 
with political acumen.(2001:16)) 
Continuing with the living system concept, Webber in his interview with Senge noted that 
what is needed in management today are leaders who approach change as if they were 
growing something, rather than just “changing” something. Webber quotes Senge as follows:  
Even on a large scale, nature doesn’t change things 
mechanically. You don’t just pull out the old and replace it 
with the new.  Something new grows and it eventually 
supplants the old….. Thus, in organizations, if new 
behaviours are more effective than old  behaviours, then the 
new bahaviours win out (cited by Webber 1999:5).  
Webber paraphrasing Senge says, “organizations need leaders who are able to develop 
internal networks and know how to get people talking to one another” (cited by Webber 
1999:7). 
In today’s reformed environment many health-care managers might find these descriptions 
of the ‘new manager’ somewhat daunting, and would argue that until the issue of too much 
work and not enough time is addressed there is little possibility these new competencies will 
become a reality. This time constriction for health-care managers is not simply a matter of 
better time management. In the push to reform the industry little attention was given to 
reevaluating the workload of managers. Instead of getting rid of outdated processes or 
procedures, when the quantity of managers were reduced, their workload was simply 
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redistributed and added on to an already full workload of other managers. This resulted in 
many managers trying to handle double, if not triple, responsibilities with possibly out-dated 
processes, procedures and in many cases technology.  
Given that health-care managers may find the new skill demands daunting, the question is 
what new skills or competencies would best fit their newly reformed environment?  Gadekan 
points out that any job may be considered from two perspectives: tasks and competencies. 
Tasks are characteristic of the job itself and are considered the minimum or threshold 
requirements for effective performance, whereas, competencies describe what the person 
brings to the job and may include motives, traits, aptitudes, knowledge, or skills and/or what 
makes a superior performer (Gadeken 1997:1). Isouard defines management competency as 
“the specification and the application of management knowledge and skills within an industry 
to the standard of performance required given favourable environmental and psychological 
circumstances”(Isouard 2000:1), whereas Fine states that healthcare management 
competencies include: 
…..skills,  knowledge, attitudes, and aptitudes needed to 
perform a healthcare executive’s job. However, the definition 
of competencies is even broader, extending to include the 
entire array of attributes that enable individuals to practice 
effectively within the healthcare management field….. 
competencies are not a static threshold that an executive 
reaches once and is thereafter competent, instead, 
competencies are dynamic and follow the executive’s career 
trajectory changing as he or she matures or moves into 
different occupational settings(Fine 2002:2). 
Similar to Fine, the Interior Health Authority in British Columbia defined competencies as 
“any knowledge, trait, motive, attitude, value or other personal characteristic that predict 
superior performance”(Interior Health Authority, 2003). Whereas, the Certified Health 
Executive (CHE) designation of the CCHSE, described their competencies as “the skills and 
knowledge that Canadian health service executives have identified as critical to providing 
efficient and effective delivery of health services”(MacKinnon, Chow et al. 2004:15).  
Briefly, competencies may be described as the benchmarks for managers, the signposts of 
their profession. But is there anything different in identifying competencies for the health 
industry?  
According to Baker, the problem in identifying competencies for health-care managers is 
that concepts of leadership are constantly changing,  “a validated set of competencies for a 
complex field like healthcare leadership is likely to be extensive” and “there are several 
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reasons why the development of healthcare competencies is likely to be a slow, deliberate 
process” as:  
 Competency models have often been developed for technical fields where there is a 
high consensus on the necessary work tasks and the work processes needed for 
successful outcomes are well understood. Healthcare leadership is not that simple; 
 Educational and experiential needs of healthcare leaders will vary depending on the 
stage of their development; and  
 Health care is a complex field with the characteristics of complex adaptive 
systems, and not easily reduced to simple descriptions (cited by Romilly 2005:25).     
 In trying to understand the differences between public and private leadership 
competencies, Goodreau pointed out that “the competencies for each sector (i.e. private or 
public) were a matter of degree with some being more required in one than another”. She 
went on to say that “clearly in the private sector the ability to execute is up-front and drives 
the operation. In the public sector accountability and targets are less clear. Building 
relationships and partnerships are important in both”. In her view “the role of leaders 
regardless of where they are is to create a vision and then to translate that vision into reality 
by mobilizing resources – both human and capital – to create a service, a change, or a product 
in pursuit of an overarching vision and goal”(cited in 2005:11).  Providing another 
perspective, Armstrong, Brunelle et al. see health care leadership competencies as: 
…….a continuous problem-solving, interacting group model 
in which many skills are needed  in dealing with a variety of 
professionals and non-professions in achieving short-term 
and long-term service objectives in delivering health 
services. (Armstrong, Brunelle et al. 2000:8).  
Champagne states that competent change management leaders in the health industry need to 
be able to blend a number of change models and should be: 
…entrepreneurial, visionary, strategists, daring and ever-
prepared for crisis and opportunity (strategic management 
model). They have to be forward-looking, and they must 
program and plan change with care and attention (rational 
model). They have to be charismatic, astute psychologists 
who can overcome the resistance of their troops 
(psychological model). They have to be human, participatory 
and empowering (organizational development model). They 
have to prefer flexible structures that can easily 
accommodate contingencies (structural contingency model). 
Lastly, they have to be skilled negotiators who can build 
winning coalitions (political model)(Champagne 2002:vii).   
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Similar leadership competencies were identified by other writers and in other studies. 
Scheffelin, Kovner and Por, in identifying important leadership competencies listed such 
skills as knowledge of business, financial, legal, labour relations, and personnel management 
issues; being fluent with information technology; having evidence-based management 
training; being able to create and use the right mix of social skills and electronic technologies 
for collaboration, learning and coordination of action  (Scheffelin 1995) (Kovner 2002) (Por 
2002). A 2003, survey of five hundred randomly selected CCHSE members, identified  the 
five most important competencies as teambuilding, listening, flexibility in effectively 
managing change, verbal communications and commitment to the consumer. The Australian 
College of Health Service Executives listed the following competencies: leadership, strategic 
decision-making and planning, public relations and communications, financial acumen and 
accountability, working with teams, establishing effective workplace relationships, and 
managing emerging challenges (MacKinnon, Chow et al. 2004:18).   
All of these lists had considerable similarities but in the end the lists of specific interest to 
this study were: professional competencies identified by CCHSE, the Interior Health 
Authority Emotional Intelligence Competency Profile; the United States  Veterans 
Administration list; and the Banff School of Management Centre, Competency Matrix Model. 
The first three lists have health industry connections, while the Banff Competency Matrix 
Model with a general management focus, was included since these competencies were being 
considered by the  Ministry of Health in British Columbia. A comparison of these 
competency can be found in Appendix B. What is evident in examining these competency 
lists is the different emphasis placed on different competencies. The analysis of these lists 
provided the background for the development of the survey tool used for this study which will 
be presented in chapter five.  
In concluding this section, it is important to underscore Goodreau with her views from 
general industry on the competencies which she sees as wanting in current health-care 
managers:  
 An understanding of better systems tools, an understanding of processes, a systems 
orientation, operational excellences, performance management, accountability for 
results and continuing change management;  
 Creating a network to understand common goals, partnerships and collaboration, 
and multiple stakeholders and disciplines; and  
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 Diversity in working with different perspectives, working with people from non-
health areas, and improving the understanding of the health care consumer (cited in 
2005:11 & 12).  
This list of health industry leadership shortcomings will be relevant to the review of current 
health management education resources in chapter four and later in chapter seven when 
discussing the current competency learning needs of health-care managers.   
The material in this section has shown that the effects of change on health-care managers is 
substantial as they adapt to increased  workload and responsibilities, and face reduced job 
satisfaction, career opportunities, time and trust. The loss of trust in the health organization is 
perhaps the most concerning side effect of health reform in light of the essential need in 
caring for ill clients. Health-care managers face new learning challenges in order to 
effectively manage their new environment. A similar awareness of new learning for managers 
was noted in a National Health Service (NHS) directive in Britain which states: 
Leaders at every level in the NHS need to learn and develop 
core management skills which continue to be developed and 
refreshed at different stages in their career (Jasper 2002:64).  
The question of what skills are of priority to health-care managers in British Columbia will be 
examined more fully in chapter seven. However, if health-care managers at every level of the 
health industry in British Columbia need new skill development then the learning resources 
available to them are critical. This will be the focus of the next chapter.  
3.4 Conclusion    
This chapter has shown that there are many similarities between the health industry and other 
industries, but also a number of differences. While the health industry has always regarded 
itself as ‘unique’, this status may be fading as the industry adopts a more corporate structure 
introduced with health reform. Whether this shift creates an environment that is more 
conducive to quality care will be determined in time. For the present, the changes to the 
organization and its managers depict an industry in transition, one that offers both challenges 
and opportunities to its members.    
Health reform has created a neo-bureaucratic structure in the health industry of British 
Columbia flattening the upper managerial levels and retaining much of the lower traditional 
structure. Despite the outer impression of structural reform, a traditional bureaucratic climate 
prevails with the creation of six new decentralized bureaucracies in the form of regional 
health authorities. In addition, the reform process did not penetrate deeper into the 
organization to reexamine management processes and procedures nor in redesigning the 
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management role. The reform process disrupted the organizational culture of the industry, 
produced an increased  complexity and may have damaged the learning capabilities of its 
members. Further restructuring of the health industry to redesign frontline management jobs 
for greater innovation and autonomy, is not evident even though the reform process is 
continuing. The outcome of such massive change to an already complex industry is not 
positive if compared to other large industrial reorganizations. Yet, the incentive to proceed 
remains. The greatest concern is what the long-term side effects will be and if any serious 
damage has already been inflicted on the industry.  
As for health-care managers, they are struggling after three rounds of health reform, and 
find themselves in a situation with increased workloads, reduced support and resources and 
facing daily management challenges for which their previous management skills may be 
inadequate. Their career mobility has been restricted with the introduction of senior managers 
from  non-health industries, a policy which may be short-sighted in light of the need for 
managers to understand  the organizational culture and service delivery complexities for 
effective decision-making. While new skills are needed such learning is competing with time 
limitations, ongoing reform and an underlying uncertainty over job stability. Knowing what 
skill development would have the greatest impact at improving their working lives is also 
difficult in a complex industry that continues to change. Whether managers have sufficient 
change management training will be addressed in more detail in chapter seven. What is clear 
is that with such change and complexity the industry needs better trained managers and these 
managers need more learning opportunities. What may also be needed is a better 
understanding of the nature of the learning challenges these managers are facing, as 
traditional learning methods may also be outdated.   
With all the changes in the health industry it is not surprising that there is a crisis in the 
recruitment and retention of industry leaders. This human resource issue has arisen at a time 
of diminishing health professional resources, increased retirement of senior managers and 
greater competition with other industries for management talent. If this leadership challenge is 
really a learning challenge then the learning opportunities available for health-care managers 
are fundamental in addressing this crisis. The question is whether the health industry is fully 
aware of how to address this learning challenge. The next chapter will focus on health 
management education and the resources available in British Columbia to meet this new 
learning challenge.   
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Chapter 4   
Health Management Education  
 
In a time of change it is the learners who inherit the future.                   
-Eric Hoffer 
 
4.1    Introduction 
In the previous chapters, health reform causes and consequences for health-care managers were 
shown to have created a need for new skills to meet the changing demands of a complex service 
industry. In keeping with how change affects managers, this chapter will focus on the relationship 
between organizational change and learning. The interrelationship between change and learning 
has been explored by many writers with Garside making the most concise and relevant statement 
that “learning and change processes have a reciprocal relationship – change is a learning process 
and learning is a change process” (Garside 1998:13). Adopting this perspective, health reform 
should have introduced many learning opportunities for health-care managers but this has not 
been the case. The material in this chapter will show that the learning options for health-care 
managers are complicated by access issues and reduced opportunities. Nevertheless, the principle 
of increased learning at a time of organizational change is a fundamental necessity as Senge 
points out that “only those organizations capable of being flexible, adaptive and productive have 
any hope of succeeding”. For this to happen, he argues, “organizations need to discover how to 
tap people’s commitment and capacity to learn at all levels” (Senge 1990:3).   
However, increased organizational complexity created by health reform may have reduced the 
learning capability of members in the health industry. According to Senge, such massive change 
would induce a ‘survival learning’ or ‘adaptive learning’ mode (cited in Smith 2001:3). This 
reduced learning capability has arrived at the same time as health-care managers face new 
challenges to unlearn old skills and learn new ones, find time in an already overbooked life for 
study, and be assured that such learning is important in an organization that keeps changing. 
Increased organizational complexity may also demand a new type of leader, one not likely to be 
found in the graduates of current management education programs. Senge envisioned these new 
corporate leaders as being capable of becoming designers, stewards and teachers of learning; 
‘designers’ through organization policies, strategies, and systems; ‘stewards’ by explaining why  
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the organization does what it does, how the organization needs to evolve, and how that evolution 
is part of something larger; and ‘teachers’ by defining reality and fostering learning. These leaders 
need to become responsible for building organizations so individuals can expand their capabilities 
to understand complexity, clarify visions, and improve shared mental models (cited in Smith 
2001:8). The ultimate outcome of the actions of this new leader would be to create a learning 
organization. A health industry perspective of a learning organization can be seen in a NHS report 
in Britain. The report states that a learning organization is  “one that facilitates individual and 
collective (organizational) learning with a view to continuously transforming itself, letting go of 
the past and trying new ways in the future” (Robertson 2003:1). This new learning environment 
would require leaders of lifelong learning, a new role for many managers. Recognition of the 
increased  need for lifelong learning for managers is noted in the following NHS directive for 
Scotland:     
The concept of lifelong learning reflects the fact that, in the midst 
of change, we need to update continually the skills in the 
workforce and better equip people to manage their own future.  
Learning is a broad term encompassing a wide range of activities 
including initial and adult education, training, skills development 
and leisure activities.  Lifelong learning is particularly concerned 
with improving access to learning opportunities and encouraging 
people to take greater responsibility for their own learning (cited 
in 1998:1) 
But there are challenges in achieving this lifelong learning concept for the NHS, and perhaps most 
health organizations. Fryer stated:   
….if we think that we can simply pump in more money to solve 
this problem, we are grossly mistaken.  We have got to actually 
change the nature of healthcare.  It is my belief, ….that learning 
can be a contributor; can help to change the culture, can raise the 
skills, can raise the levels of understanding; can change the 
nature of everyday encounters between health and the public at 
large. That’s why we need to turn lifelong learning into 
something much more exciting, much more engaging and much 
more part of everyday life (cited in 2003:1). 
In other words, in order to make lifelong learning part of the organizational culture, that culture 
must change. Such  change has not been the focus of health reform, which means that further 
organizational change may be needed before a lifelong learning environment can be realized in 
the health industry. How health-care managers view lifelong learning and the effects of health 
reform on their learning will be examined in more detail in chapters six and  seven. At this stage, 
this lifelong learning challenge will be examined by looking at what this means for adult learners.   
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With time at a premium, adult learners want services “their way” – fast, flawless and 
convenient. Working adult learners are demanding that the educational system provide them with 
services to fit their overbooked personal and professional lives. The features they seek include: 
continuous enrollment, less ‘time to degree’, compression of courses (e.g. students spending less 
than eighteen hours per unit in class, over a five to six week term compared to forty to forty-five 
hours per unit in a traditional university course) and modular courses to allow them to build up 
their degrees from a number of self-contained modules. Many adult learners also prefer ‘just-in-
time’ learning that can immediately be applied in the workplace as opposed to the ‘just-in-case’ 
acquisition of knowledge. They like standardized, prepackaged and scripted courses, appropriate 
use of learning technologies, and wider credential acceptance (Feder 1999; Cunningham, Ryan et 
al. 2000; 2001; 2002; Mason 2003:7). Rumble found that adult learners wanted a stripped-down 
version of higher education without student affairs, extra-curricular activities, residence life, 
varsity sport, or campus chaplains. Instead these older students want no-frill, high-quality 
educational opportunities at low cost, where education is close to home and operates during 
convenient hours, preferably around the clock (Rumble 2001:2).  
Adult learners also bring a unique set of characteristics and issues to the learning environment. 
They are usually characterized as self-directed, goal oriented, practical, problem-solvers with 
accumulated life experiences. They  benefit from a scaffolding approach to learning where the 
educator provides more support in the early stages and gradually fades from the process until the 
learners emerge as facilitators and co-learners (Conner 2003). These learners also bring a number 
of issues which  Bird and Morgan cite as: conflicting work and family commitments; financial 
strain; and a predisposition and readiness for independent learning. Adult learners need timeliness 
of appropriate learning support, user-friendly administrative systems and staff, ease of contact and 
approachability of academic staff, and  suitability of program content, design and delivery method 
(Bird and Morgan 2003:2). These adult learners come to the learning setting with a mixture of 
apprehension and commitment as their learning outcome is usually directly tied to their career. 
Extensive educational research has gone into what motivates these adult learners.    
Ryan and Deci separate learning motivation into two categories:  
 Intrinsic motivation refers to behaviour that is inherently interesting or enjoyable and 
can include desires to: broaden one’s experience, improve one’s career skills, learn new 
things, improve self-confidence, and/or study for enjoyment and enrichment.   
 Extrinsic motivation describes causes that relate to forces outside the individual such 
as: pressure from an employer, job security, the need for a promotion, to improve 
financially, to get a higher qualification, and/or for a career change.   
Chapter Four: Management Education  83 
Ryan and Deci state that  “over three decades of research has shown that the quality of 
experience and performance can be very different when one is behaving for intrinsic versus 
extrinsic reasons”(Ryan and Deci 2000:55). Health-care managers may exhibit either or both 
motivations. While a superficial analysis might conclude that most health-care managers 
behaviour is a result of extrinsic motivational factors, Ryan and Deci believe that different 
types of motivation lie along a continuum of relative autonomy and that intrinsic motivation is 
also involved. These authors note that at a time of great change, in particular:   
  …..interpersonal events and structures (e.g. rewards, 
communications, feedback) that conduce toward feelings of 
competence during action can enhance intrinsic motivation for 
that action because they allow satisfaction of the basic 
psychological need for competence……..for a high level of 
intrinsic motivation people must experience satisfaction of their 
needs both for competence and autonomy (Ryan and Deci 
2000:58).    
For many health-care managers, as adult learners, the need for choice  and the opportunity for 
self-direction, increased competency and autonomy are all important. Thoms says that adult 
learners want control over their learning experiences and need to know why the learning is 
required. They want to build on what they already know, have meaningful practice and have 
learning outcomes which “can be used immediately, in concrete, practical and self-benefiting 
terms” (Thoms 2001:5-7).  
This chapter, in examining the relationship between change and learning, will explore whether 
or not education providers are fully cognizant of the new learning challenges of health-care 
managers caused by health reform, whether managers need new educational opportunities more 
adaptive to their environmental changes, and  whether new learning technologies might be an 
effective option in meeting this challenge. In addressing these points, this chapter has four 
sections; a review of why health management education is needed today, an examination of the 
learning challenges of health-care managers, the growth of e-learning, and a description of the 
health management education opportunities available through the health industry and higher 
education in British Columbia. The information will show that while there is a shift in the 
learning needs of health-care managers the educational opportunities are limited.    
4.2 The importance of health management education  
As shown in the previous two chapters the complexity of the health industry continues to grow 
with ongoing reform, funding limitations, and new service and technology demands. To meet this 
increasing complexity health-care managers are expected to acquire new knowledge and skills. 
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Whereas in the past a health professional could be assured that his/her basic academic training, 
periodically supported by on-the-job training, would serve them for their entire career, this is no 
longer the case. Guest describes this shift as follows:   
In the past a person’s skills, knowledge and competence were 
judged largely on the initial education and training he or she had 
undertaken, with continuing professional development (CPD) 
pursued only by those with enthusiasm. Gradually it has come to 
be recognized as an important, even vital, means of progression 
(Guest 1999:23). 
Health reform and the need for increased information, often referred to as the Knowledge 
Society, has escalated the need for learning. According to Sveiby, the  Knowledge Society 
consists of two components: Intellectual Capital (IC) and Knowledge Management (KM) (Sveiby 
2001). Teare  and Rayner describe “intellectual capital” as the collective and cumulative 
organizational knowledge embodied in wisdom, rather than  knowledge within individuals (Teare 
and Rayner 2002:2). Stewart takes a similar collective view and describes the components as the 
organization’s people, the efficacy of its management systems, the character of its relationships to 
its customers, the dominance of information in the value chain, the substitution of knowledge for 
physical materials and assets, and the move by labour markets to reward knowledge work 
(Stewart 1997). Romses breaks down intellectual capital into two elements: human capital (i.e. 
combined knowledge, skill, innovation, and ability of organizations, individual employees, 
managers, or leaders to meet the tasks at hand) and structural capital (i.e. the organizational 
capability that supports the employee’s productivity such as  information technology systems, 
databases, organizational structure and concepts, patents, trademarks, copyrights and 
documentation) (Romses n.d.:2).  Whatever description is preferred, Romses argues that:  
Intellectual capital is now being identified as a key intangible 
resource in organizations. Consequently, ensuring that strategic 
leaders and managers understand this, and that organizational 
structures and cultures reflect this is fast becoming a matter of 
organizational survival (Romses n.d.:1).  
Today, organizations are valued for their intellectual capital. Por contends that “the current 
measure of an organization’s mettle is no longer money, but the knowledge and intelligence of its 
members, and their capacity to effectively collaborate in learning partnerships of all sizes and 
kinds, within and outside the formal organization” (Por 2002:1).  Drucker also holds a similar 
view and states that:   
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We are entering the knowledge society, in which the basic 
economic resource is no longer capital, or natural resources, or 
labor, but is and will be knowledge (cited by Nonaka 1995:43)  
These views support the Canadian federal government’s Innovation Strategy that show by 2004 
over seventy percent of all new jobs in Canada will require some form of post-secondary 
education (cited in 2004:v) and many  professional jobs advanced educational qualifications. A 
study of knowledge workers for the province of Nova Scotia (an east coast province of Canada) 
found that more than fifty percent of employees in the health industry were knowledge workers 
(Beck 2005:5). The realization that the health industry is a knowledge intensive business has not 
only awakened the urgency for improved knowledge management but supports the premise for 
increased learning.  
In this new Knowledge Society, management skills are an important part of an organization’s 
value. Pfeffer and Fong found that management skills were essential for economic prosperity and 
development in changing industries. Managers need to be able to mobilize and use knowledge and 
have the skills to manage large scale organizations effectively (Pfeffer and Fong 2002:1). While 
the health industry may hesitate in viewing itself as part of society’s economic development, 
many of its managers are responsible for large and complex service portfolios and budgets, as was 
shown in chapters two and three.  
With the increasing emphasis on greater accountability, an evidence-based culture is being 
promoted in which health care providers, administrators, and policy makers make decisions based 
on appropriate, balanced and high quality information. In Canada, most provincial governments 
remain committed to increased evidence-based clinical and management decision-making which 
means that managers need to be more conversant with the access, use, interpretation and 
presentation of statistical information.  In addition, new skills are needed as the industry shifts to a 
corporate model, which is a different model than that used in the past. How health-care managers 
view their need for new management skills will be examined in more detail in chapter seven. 
However, the importance of management education for their health industry has been noted in 
different countries.  
In 1998, management training was highlighted in the South African National Health Plan which 
stated that: 
The strengthening of health service management is 
internationally accepted as being one of the most critical factors 
in bridging the gap that exists between policy and 
implementation(1998:1).   
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In 2001, a similar view was advocated by Griffith  and Warden at the United States National 
Summit Meeting of the Association of University Programs in Health Administration in their 
Summit Advance Paper entitled “Assuring Management Excellence in the Healthcare System”. In 
this paper they state; 
We believe that if we improve healthcare management, we will 
improve quality, reduce cost, and open opportunities to expand 
access.  The present support for healthcare management, 
however, needs improvement in every aspect.  Beginning with 
attracting young people, progressing through entry education, 
continuing education, and the special preparation for senior 
management. We need specific goals, measures of how well we 
achieve those goals, and accountability for that achievement.  We 
need programs that attract and reward excellence and that make 
mediocrity untenable (cited in 2001:1). 
In Canada in December 2004, a Conference was held at Royal Roads University, in Victoria, 
British Columbia titled; ‘Developing Strategic Leadership for Health Reform: Challenges and 
Strategies’. In a discussion paper, Dickson, identified the complexities facing health care leaders 
today as being in three arenas: leadership of self (personal leadership) which looks to the fields of 
psychology and spirituality; leadership of others (supervisory leadership) which is characterized 
by management processes (i.e. formal structures, meetings etc) and interpersonal relationships; 
and leadership of organizations in systems (strategic leadership) which involves the ability to 
analyze situations, devise appropriate broad interventions, and enact them effectively. Dickson 
further stated that: 
The greater the complexity of an arena, the greater the likelihood 
that there will be competing interests, contradictory structures, 
disconnections of function across boundaries, and opportunities 
for confusion and miscommunication (Dickson 2004:5).   
Conference participants concurred that these three arenas of learning were needed but pointed out 
that until there was a critical mass of such management skills in the industry as a whole, effective 
health reform would remain illusive. Currently, the numbers seeking leadership education are still 
low in comparison to the quantity of managers in the industry.   
For health-care managers, the need for management education has escalated at the same time 
the existing method of on-the-job learning has been overwhelmed by the magnitude of 
responsibilities and change which managers are now experiencing. As the manager’s role has 
become more complex former management methods and processes are no longer working. This 
new  management environment with its increased knowledge demands has exponentially raised 
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the educational goals  for managers. Such change has placed greater demands on educational 
resources and have presented new learning challenges for health-care managers.   
4.3 Learning challenges of health-care managers 
Chapter three shows that increasing the complexity of an organization can effect the learning 
abilities of its members. Since health reform increased the complexity of the health industry, there 
should be an expected increase in learning challenges for health-care managers. A recent review 
of the learning environment of the NHS in British provides one perspective of the type of learning 
challenges in today’s health organizations. This study identified such learning challenges as: a 
patchy an uneven provision of learning, variable management support, unequal access to learning 
opportunities, insufficient time for learning, lack of funding, lack of funds to temporarily replace 
learners while they are studying, inadequate information and advice, uneven capacity for learner 
support, no common framework for quality or accreditation, little portability of credit and  
insufficient opportunities for applying learning (Taylor 2004) Data will be gathered in this study 
to ascertain if there are similar learning challenges for health-care managers in the health industry 
of British Columbia. The focus of this section is on how organizational change affects learning 
and what this means in seeking new learning opportunities In addressing these topics the material 
examines the following issues: stress and organizational support in learning, problems with MBA 
education, the need to focus on competencies, and the need for more academic credit.     
4.3.1  Stress and organizational support in learning     
Effects of increased  workload, lack of time and ongoing stress have been issues confronting 
many organizations in their efforts to increase learning, and are not exclusive to the health 
industry. While, research on management processes and procedures and technology may 
streamline some of the workload, it still may not fully eliminate the learning problem as there are 
other contributing factors to workplace stress. Stress-related illness, costing organizations millions 
of dollars, is a good  gauge of what is happening in many organizations. According to workplace 
studies stress-related illness is “a symptom of a stress in the relationship between the manager and 
the managed”. In this aspect Paterson notes:  
While the illness manifests itself in medical terms or in disability, 
it cannot be ‘cured’ unless the underlying cause – stress in the 
relationship, is dealt with (Paterson 2003:9). 
Two studies have shown that workplace relational problems are at the core of much stress. 
Marmot’s study of the British Civil Service showed that: “workplace illness is found on a gradient 
in the hierarchy. Those at the bottom with no voice or control had four times the amount of illness 
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and even accidents than those at the top”. Duxbury deduced that “the issue  that drives most 
illness, absence and acting out, is behaviour of the manager. She is also clear that all the 
conventional cures such as flex time do not work in the unreformed organization”(cited in 
Paterson 2003:10). This reiterates the earlier premise in chapter three that the organizational 
culture must change first if reform is to be effective. To change the organizational culture means a 
change in the old model doctrine  of command and control. Basically, Paterson found that both 
the military and large corporations have discovered that with so much information today, 
“everyone needs to be in the loop at the same time and those at the front need to have the 
maximum liberty to take action with no call back for orders or more information”.  Paterson also 
found that  “giving more autonomy to the frontline takes advantage of distributed intelligence 
within the organization, and allows frontline personnel to have an active voice in operations” 
(Paterson 2003:10-15).  
If stress in the workplace is directly related to a lack of voice in the organization and the feeling 
of powerlessness, then providing frontline managers and professionals with greater autonomy 
may reduce stress and open the door for increased learning. Would health-care managers be 
allowed to restructure  their work in such a way? Such a move would necessitate greater trust than 
is currently evident and perhaps different leadership. As noted in chapter three, a shift of this 
nature is unlikely in the near future, so increased stress and time limitations for learning may 
likely persist for health-care managers. Without an organizational culture shift, Cunningham 
thinks that learning will need to make further adjustments to accommodate the learner. He 
observed:       
Given the work and domestic commitments of most adults, and 
the ‘time poverty’ felt by many people nowadays, it is not 
surprising that convenience of location and time scheduling, as 
well as brevity of  study program, or compression of study 
periods, have a major appeal to adult students …..these time-poor 
and instrumentalist-oriented learners want a ‘stripped down 
version of higher education  (Cunningham, Ryan et al. 
2000:110).    
Whether or not health-care managers can eventually leverage greater control of their workplace, 
time will tell. For the present, if they are to pursue additional learning they will need assurance 
that their organization supports such activities.       
Organizational support for learning has a number of features. Support may range from  the 
simple recognition of the learner’s effort in assuming additional responsibilities for learning to 
providing educational tutoring, technical and/or financial support. Organizational support, or lack 
thereof, sends a message to the learner that education is valued (or not valued) in the organization. 
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This study will be examining organizational support for health-care management education 
following a period of health reform. In addition, senior health-care managers will be asked if 
management education is important in the hiring and promotion of health-care managers. If 
management education is not important, and the industry is not supportive of such learning, then 
health-care managers may be wasting their energy and resources in pursuing such learning. If 
management education and the acquisition of new skills are important  then a key question is 
whether the focus should be directed at acquiring new management skills or an additional 
postgraduate qualification. An examination of these two options will be the focus of the next two 
segments. Today, choosing a management qualification may present new challenges for the 
learner.  
4.3.2 Problems with MBA or equivalent education  
To  meet the demands of a continually changing environment most industries make sure their 
managers are well educated. However, the choice of management educational opportunities vary 
in their ability to address the realities of many organizational priorities in a timely way. The 
timeliness of such education not only refers to whether the curriculum is keeping abreast of the 
changes in the industry but also whether general management education can adequately address 
the management complexities of today’s organizations. While business/management programs 
have existed for decades, perhaps it is time to reassess their effectiveness in addressing the 
complex and changing working environments many managers face.    
Executive training for industry in general first appeared with the establishment of business 
schools in the 1800s in North America; Wharton School (1881), schools of business at the 
University of Chicago (1894), the University of California (1898) and Harvard (1908). After 
World War One, many colleges and universities responded to industry’s need for competent 
managerial level personnel by providing business programs (Eurich 1985). In Canada in 1919, 
Queen’s University launched the first business degree program (Daub and Buchan 2005), and by 
the end of the century most universities in Canada were providing undergraduate and many 
postgraduate business or MBA qualifications (2003). By 1995, when some provinces in Canada 
stopped funding graduate degree programs, Canadian educators began to revise their 
business/management programs replacing the old format with a new emphasis on producing big-
picture leaders. In recent years, the United States has been pressured into reexamining their 
programs because of a decline in MBA enrollment (i.e. a thirty percent decline since 1998) due to 
soaring tuition fees (i.e. up fifty-five percent in the past six years ), global competition and world 
events (2005:1). Prior to this drop in enrollment, however popular, business and MBA programs 
had a number of critics.  
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Researchers found that management education was designed to teach methods and techniques 
developed from behavioural science and did not prepare managers for working in continuously 
changing, complex organizations. Mintzberg argued for years that the MBA was a fabulous 
design for learning about business but wrong for training managers (cited by Reingold 2000:3), 
especially for those in government and the social sector (Mintsberg 2004:2). Lydon concurred and 
said that MBA students were being taught to analyze problems, not to manage companies. He 
believed the failure in understanding the needs of the workplace did not prepare managers to face 
rapidly changing situations and demands nor understand the need for rapid skill enhancement 
(Lydon 1984:97 & 103). Richards-Wilson listed a number of complaints of business/management 
education as:   
Criticism of business education questions its relevancy, cost, 
value, delivery method and timeliness……..employees have 
criticized business graduates as being unable to transfer 
knowledge to the fast-paced, globally connected, real 
world…….complaints from the business press and others 
regarding the gap between the skills of business graduates and 
the needs of American business ….. disconnect between what 
business students should know and what they are taught…..and 
many companies complained that MBA students often lack the 
experience and judgment needed in an unpredictable 
environment (Richards-Wilson 2002:1).   
In Australia, Zuber-Skerritt found that Master of Business Administration (MBA), Doctor of 
Business Administration (DPA) and PhD programs were heavily criticized for being too 
theoretical and irrelevant to the needs of industry. Another study by Zuber-Skerritt found:   
……….there was a gap between the requirements of the business 
community and the educational services being provided by 
educational institutions, in terms of both “content” issues (what 
managers learn) and “process” issues (how they learn it) (Zuber-
Skerritt 1995:36). 
A 2002, three-year survey of more than two thousand MBA students and graduates from thirteen 
business schools across the globe summarized the findings in the following statement:  
…..business education was inadequate in preparing future 
business leaders to manage value conflicts and dilemmas they 
expect to face in their business careers (cited by Olian 2002:20) 
Another study on students found that whatever the caliber of MBA education, excellent or 
mediocre, there was an affect on the learner. The survey of thirteen international MBA programs 
by Gentile and Samuelson, found that MBA programs “do shape student attitudes and that 
students were moving in a direction that wouldn’t help them address the kinds of values, conflicts, 
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crises, and trends that the press, the general public and faculty are concerned about” (Gentile and 
Samuelson 2003:2 & 3). This finding emphasized the need for quality management education, as 
the outcome does have an effect on both the individual and the organization.  
In addition to the criticisms there were those who suggested changes were needed in the MBA 
curriculum. Teare and Davies felt that the curriculum needed to reflect ‘real time’ and ‘real place’ 
and ‘real problems’ and needs of the learner (Teare and Davies 1998). Sauser and Sauser insisted 
that the curriculum needed to address the factors driving change. Learners had to be exposed to 
the dynamics of political, economic and cultural systems, understand how environmental and 
demographic factors influenced everyday lives, appreciate the power of technology, and the 
blinding speed at which information was being transmitted throughout the world (Sauser and 
Sauser 2002:5). Bennis, Burke et al. stated that leaders needed to know more about neurosciences, 
cognitive psychology, anthropology and human development and to learn leadership skills within 
some kind of value-based context and the appropriate use of techniques, as well as the techniques 
themselves. Leaders also needed to  understand ‘collective leadership’ and how to organize 
‘collective genius’(Bennis, Burke et al. 2003:5). Allee suggested a new thinking in the training of 
managers was needed which:   
……requires not only a change in the underlying scientific 
foundation from Newtonian to quantum physics, but also a new 
organizational structure that is constantly emerging and treats 
growth as organic and chaotic rather than linear and managed.  
To maintain change, she argues, there is a need for a new 
definition of management as insightful and participative rather 
than controlled and predictable, with workers encouraged into 
multi-faceted roles rather than specialized and segmented tasks, 
and always learning (cited in Jones 2002:1).    
The director of the Macquarie Graduate School of Management in Australia recognizing the 
challenges facing today’s management educational programs had the following to say:  
The best management education asks managers to balance the old 
and the new, the simple and the complex……They need to not 
only stay sane, but also revel in an environment of uncertainty, 
complexity, chaos, ambiguity and paradox, where there is no 
straightforward answer or one best way (cited in Clerk 2002:1).   
In addition, there are others who suggest that the best learning environment for managers is 
their own organization. It was Revans in 1962 who recommended that management education 
should take place in the workplace and focus on workplace priorities (Revans 1971:151). Teare, 
Ingram et al. concurred by saying that “the organization itself is actually a fine business school in 
its own right” (Teare, Ingram et al. 2002:2). In Mintzberg’s opinion managers need to be in an 
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environment with other managers in order to understand how managers make decisions and how 
they develop strategy.  He indicated that managers need time to reflect, to be able to ask the right 
questions, to avoid the traditional manager’s trap of reacting to one crisis after another, and to 
learn how to improve their judgment and performance. For in Mintzberg’s view: 
Management is, above all, a practice, where art, science, and 
craft meet (cited by Reingold 2000:3).  
Today, this need for managers teaching managers may be surfacing in the increased request for 
more coaches and mentors in the health industry, an issue which will be examined further in 
chapter eight.  
Higher education in their defense of decreasing MBA enrollments stress that one of the main 
reasons for this change is that employers are demanding graduates who are better prepared to 
leverage technology in order to advance  corporate strategies and operations (Olian 2002:11). In 
Olian’s opinion: 
….consumers (and those who fund their education) are 
increasingly time and cost conscious. Students therefore choose 
degree formats by weighing the relative time commitments and 
financial costs of the formats offered, taking into consideration 
their personal life and resources (Olian 2002:9). 
What is apparent, is that unless current MBA or equivalent education can be redesigned to 
respond more effectively to organizational change and complexities, time, and costs, the value of 
such education will remain in question. In addition, if all management education has an effect on 
students, regardless of its quality, organizations will need to be vigilant in evaluating the skills of 
graduates to assure value for money. With today’s pace of change and new skill demands no 
organization can sit back and accept inadequately prepared leaders, the consequences of such 
action are too costly. Whether the health industry requires its own management education 
program(s) or whether management education for the health industry needs to have greater health 
organization involvement are open questions. What is certain is that health-care managers need 
quality management educational opportunities that address their industry’s changing 
circumstances which may only be possible if the industry takes a stronger role in its planning. 
While the debate continues over how a health management education strategy may be structured, 
health-care managers may be advised in the short-term to focus more on upgrading their skills. 
The question is what skills should they concentrate on for the best results?   
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4.3.3 The need to focus on competencies or skills 
According to Bolden and Gosling, the notion of management competence originated in the 1970s 
and early 1980s with the American Management Association. In 1986, it was adopted for 
management education in Britain, and by 2002 the British government, in its pledge to address a 
national management and leadership deficit, introduced a range of initiatives. These  British 
initiatives focused on “evidence-based policy, measurement performance outcomes and 
consistency of approach  that encouraged  increased reliance on government-endorsed models, 
frameworks and standards”. By 2004, the National Occupational Standards (NOS) in 
Management and Leadership were introduced (Bolden and Gosling 2004:3).  
This competency approach then became popular in other countries in the training of managers. 
Salaman described the  reason for its popularity as follows:  
…..the competency approach describes the 
management/leadership role providing a framework to measure, 
monitor, compare and regulate the behaviour of managers, it 
defines qualities and ongoing improvement for new managers, 
and it delegates the learning responsibility to the individual 
managers (cited in Bolden and Gosling 2004:8).   
However, Bolden and Gosling noted  that this  “competency/standard approach to leadership and 
management development has been subject to extensive critique by academics and practitioners 
for some time”.  They stated:  
…..whilst the development of competencies and standards can be 
a valuable way of encouraging individuals and organizations to 
consider their approach to management and leadership 
development, it is in their application that difficulties can occur. 
When working with competencies and standards there is 
frequently a temptation to apply them deductively to assess, 
select and measure leaders rather than inductively to describe 
effective leadership practice and stimulate debate (Bolden and 
Gosling 2004:2)  
These two authors described the major weaknesses of a competency approach as being: 
 overly reductionist, in that it is weak in its ability to represent occupations which are 
characterized by a high degree of uncertainty, unpredictability and discretion, and 
fragment the management role into constituent elements. 
 overly universalistic, in that it implies an assumption that the management standards are 
equally relevant to managers in small and large organizations which assumes that all 
situations demands the same type of leadership. 
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 more reinforcing of traditional ways of thinking about management  
 more focused on measuring behaviours and outcomes to the exclusion of more subtle 
qualities, interactions and situational factors and may inhibit organizational learning and 
development, and 
 a limiting and mechanistic approach to education in favouring training over the imparting 
of knowledge and development of cognitive abilities (Bolden and Gosling 2004:3 & 4).   
At the same time that the competency approach  was gaining acceptance in general management 
development circles, it was being discarded by the military. Buckingham notes that, after forty 
years of using this approach to develop the “perfect officer”, the British and United States military 
discarded the system because, in their view, it was founded  on three flawed assumptions:  
 those who excel in the same role all display the same behaviours; 
 each of these behaviours can be learned; and  
 each of these behaviours should be learned, because improving your weaknesses leads to 
success (Buckingham 2001:2).  
This opposition to a competency approach presents a dilemma for the health industry in British 
Columbia, as it appears the approach may not produce the intended outcome of the “perfect 
manager” and could be a waste of money. However, Bolden and Gosling insist that a competency 
approach has some merit in that it can be used as a tool to offer guidance and provide some 
structure for discussion. What is more important, in their view, is to: 
  …..get beyond a simplistic description of behaviours to a 
broader appreciation of the cognitive, effective and relational 
aspects of leadership and management and particularly the 
collective, moral and emotional dimensions of such processes 
(Bolden and Gosling 2004:10). 
Thus, the competency approach in this study has been used as a tool for dialogue in determining 
what competencies are currently important to health-care managers. A description of the study 
competencies will be presented in chapter five, some data provided in chapter six and an analysis 
of the data in chapter seven.  
Finally, another perspective on competencies is provided by Buckingham who insists that 
instead of simply identifying the competencies for each role, efforts should be made to identify 
the outcome expected and/or the natural talents common to the best in each key role, measuring 
individuals on whether s/he has improved on the required outcomes and encouraging each person 
to strengthen his/her talents with skills and knowledge (Buckingham 2001:1). The link of 
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management skills to results is a view also held by the New Zealand Institute of Management as 
noted in the following statement: 
…management capability was demonstrated in business and/or 
organization performance and was the result of management 
leadership and competence in the key management practices that 
lead to sustainable business performance and business growth. 
The measurement of management capability must therefore link 
the application of management skills and abilities (management 
practices and competencies) to the results achieved and which 
reflect performance (cited by Chapman 2004:22 & 23). 
In the end, health-care managers, like other managers, need guidance  as to what competencies or 
skills to pursue. The problems they are encountering is that competency lists are often static, not 
designed for individual management positions, not updated to meet shifting worksite priorities 
and not attached to performance. In this study a short competency list will be employed as a guide 
to determine the learning needs of health-care managers at one point in time. Further discussion 
on how to design and utilize competency lists and priorize competency learning will be left to 
other researchers. However, if lifelong learning has become a necessity for health-care managers 
then can it be presumed that more academic credit will be forthcoming for all types of learning?   
4.3.4 The need for more academic credit   
Prior to health reform, health-care managers attended education programs, particularly in their 
own health organization, with little interest in credit or formal recognition. This situation was 
accepted as many professionals were content with staying in one organization for their entire 
career. Only those who moved between health organizations needed to repeat educational courses 
because of this non-credit or lack of reciprocal recognition of learning between health 
organizations. The arrival of health reform, lifelong learning and increased job instability meant 
that this situation is now much less desirable. Credit for non-formal learning (i.e. on-the-job 
training, in-service  training, workshops, seminars, etc.) increased in importance  with increased 
management job competition. In addition, many health-care managers argue that their years of 
professional experience should also be recognized as, to them, this constitutes a form of lifelong 
learning. Providing credit for professional experience presents a number of problems as clearly 
some individuals learn more than others in their professional careers. Some credit is provided in 
higher education for both experience and non-formal education but this allowance is on an 
individual basis as there is no national standard or process for evaluation in Canada. The problem 
in providing credit for either on-the-job learning and/or non-formal learning, as observed by 
Miller, is that today “the institutions of knowledge transparency and valorization are strongly 
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biased towards formal educational institutions that have the state sanctioned right to certify 
‘educational achievement’” (cited in 2002:45). According to Miller,  
A learning economy and society will need to take a much more 
open, efficient and refined approach to the recognition of what 
people know – regardless of source. Otherwise  it will probably 
be impossible to achieve the requisite intensity of continuous 
learning (cited in 2002:46)  
As Miller points out, measuring what people know using yesterday’s yardsticks is “too rigid and 
narrow” and “innovations in this field are strictly constrained by vested interests”(cited 
in2002:47). Currently, increased academic credit is mainly being addressed in the vocational 
educational community.  
In the 1990s, a number of countries have taken action on increasing academic credit. Greece, 
Italy, Spain, Finland, Norway  and  France have all introduced measures to improve the 
assessment and recognition of work-related learning (2002:16-28). According to Jones and 
Hadjivassiliou, the European Union  is “considering a European Skills Accreditation System to 
provide a permanent and accessible skill accreditation mechanism that would allow individuals to 
validate their knowledge wherever it has been acquired (cited in 2002:77,78 & 88). Britain 
emphasizes experience-based learning at work and focused on what is learned not where it is 
learned (2002:23) and has such programs as Accreditation of Prior Learning (APL), Accreditation 
of Prior Experiential Learning (AREL) and Credit Accumulation and Transfer Schemes (CATS) 
which allow learners who have missed out on higher education the opportunity to gain 
qualifications, and to update their professional skills (2002:499). The United States experience 
has found that:   
…….integration needs to take place at the macro-level by 
embedding skills within a broader context of economic and social 
activity, and specifically within the areas of secondary education, 
work-based learning and local and regional economic 
development (2002:88)  
In addition, the United States established the Council for Adult and Experiential Learning 
(CAEL) which enables tertiary institutions to establish procedures and policies for providing 
credit-equivalents for student prior learning (Farrell 2001:105). These attempts to capture non-
formal learning are still in the early stages but signal an increased awareness that learning can be 
achieved through a number of avenues.  However, supporting lifelong learning and increased 
academic credit for adult learners, Cunningham presents a word of caution: 
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The increasing use of credit transfers from work training 
programs and competency-based institutions may disrupt 
curriculum coherence, with a disjunction between practice-based 
knowledge, and theoretical knowledge, and a questioning of the 
skills which can be attributed to a graduate of a particular 
university.  At issue here is the notion of ‘seamless articulation’ 
between various providers, and whether this is to be encouraged.  
Recognition of Prior Learning, while desirable in an efficiency 
sense, may not make educational sense if curriculum is 
considered holistically (Cunningham, Ryan et al. 2000:112). 
Notwithstanding the administrative challenges, the need for adult learners to gain such academic 
credit is vital if they are to advance in their efforts to stay abreast of the new skill demands within 
an environment of ongoing reform. How health-care managers view such credit will be examined 
in this study and discussed further in chapter seven.  
Above and beyond the need for increased credit for learning, a fundamental problem for health-
care managers is that they continue to pursue such learning without the benefit of an overall plan. 
In section 4.5 of this chapter it will be shown that currently there is very little linkage or credit in 
the learning opportunities available to health-care managers. The concept of a seamless learning 
strategy is currently not available to health-care managers in British Columbia. Devoid of such a 
plan, many health-care managers currently select educational opportunities with no certainty that 
such learning will have any bearing on their career prospects. In addition, there are few e-learning 
options available to health-care managers, an educational delivery method which is increasingly 
available to leaders of other industries. Whether e-learning can help health-care managers will be 
examined in more detail in chapter eight. The growth of e-learning and its importance to other 
industries will be the focus of the next segment.   
4.4  The growth of e-learning 
The development and maintenance of critical skills through professional upgrading has become 
increasingly important to the success of individuals, companies, communities and national 
economies. The need to be able to find, analyze and synthesize information has become more 
imperative than the ability to remember information. E-learning offers hope for meeting the 
demands of a world economy increasingly dependent on team-centered, knowledge-intensive 
work.  Arguably, e-learning provides workers with access to their knowledge just-in-time and 
addresses the learning needs of a distributed, diverse workforce resulting from mergers, 
reorganizations and down-sizing. (Henderson 1999:2); (2000; Farrell 2001:20); (Mason 2003:6); 
(Edmonds n.d.:1); (2003:10). Brandenburg and Ellinger see e-learning as the means of addressing 
the move toward the virtual workplace, and the increasing rate of change (Brandenburg and 
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Ellinger 2003:308). A European Union (EU) survey found that e-learning helped to improve 
teaching and learning processes, enhanced the general quality of education and the skill level of 
the learners, facilitated the development of lifelong learning, contributed to the development of an 
information society and supported the economic development and competitiveness of industries 
on a global scale (2001:25). In discussing e-learning this section will examine the acceptance and 
promotion of e-learning in different countries and problems with regard to accessing technology.  
4.4.1  Acceptance and promotion of e-learning  
E-learning, whether on- or off-campus, in support of, or as a dominant delivery system has 
escalated rapidly since the mid-1990s, after years of trials and tentative explorations from the late 
1970s. Government endorsement in Canada is evident in the March 2001 report of the Advisory 
Committee on Online Learning (Canada), to the federal government. The report  summarized its 
position as:  
In a global society based on expanding knowledge, Canada’s 
health as a civil society and its economic competitiveness, as 
well as the success of individual Canadians, will hinge on having 
the best possible education and access to lifelong opportunities.  
Around the world, online learning ….has emerged as a powerful 
and transformative means to meet these learning needs, as well as 
to extend and enrich traditional modes of instruction at the 
postsecondary level”(Farrell 2001:137). 
In 2000, according to a Conference Board of Canada survey, e-learning has grown steadily in 
the private sector in Canada with forty-seven percent of employees using this format for skill 
development, and eighty-two percent plan to do so in the future.  Fifty-eight percent of employees 
 have used intranets1 for skill development and ninety-three percent plan to do so. In addition, the 
Canadian Centre for Management Development opened ‘Campus-e’ in Ottawa providing a 
learning library of leading vendor online management courses;  the British Columbia 
government’s Department of Human Resources created an ‘E-learning Café’ which offered a 
selection of Skillsoft courses to employees; and  Sasktel, in the province of Saskatchewan, 
provided an extensive array of e-learning educational activities to corporate business strategies 
and employee career development plans (Langford and Seaborne 2003).    
In 2000 in the United States, the Web-based Education Commission Report to the President and 
Congress identified “the promise of the Internet as being to center learning around the student 
instead of the classroom; to focus on the strengths and needs of individual learners; and to make 
lifelong learning a practical reality” (Farrell 2001:138). In another report, the American Society 
for Training and Development (ASTD) noted the financial implications of such education as: 
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“corporate e-learning is a $1.4 (or $1.2 USD) billion market and is expected to grow to an $8 (or 
$7 USD) billion market by 2003” (2001:10). Cunningham noted that there were  about ninety 
thousand courses delivered by distance learning in the United States, not necessarily totally e-
learning, but with an e-learning component. Seventy percent of United States universities now 
offer e-learning courses, with one in three teaching entire e-learning degree programs (cited by 
Gallagher 2001:35); (Rossman 2003:4). A 2002 survey of corporate training directors in the  
United States showed that sixty-four percent offer e-learning courses to their employees, seventy-
nine percent are presently moving curriculum to e-learning delivery, fifty-two percent say their e-
learning initiative has been driven by an organized or sponsored  strategy, while forty-two percent 
say their e-learning initiative has evolved without a defined plan (Langford and Seaborne 2003).  
This picture is repeated in other countries. In Britain, the Dearing Committee suggested that 
information and communication technology (ICT)  “holds out much promise for improving the 
quality, flexibility and effectiveness of higher education”(Rumble n.d.:1).  By 1990, the  
European Communities (EC) program, Eurotecnet, was launched for the promotion of innovation 
in vocational training to take account of ongoing technological change and its impact on 
qualifications and employment (2001:16). In Australia, Lance  states that e-learning is growing 
fifteen times faster than any other industry, probably at a rate of twenty to thirty percent a year. 
Lance goes on to say:   
E-learning is here and it is big.  It is far bigger and far more 
challenging than most of us imagined…..  We are in the early 
pre-consolidation stage, and this whole area will be dominated by 
major Northern Hemisphere corporations.  The lack in Australia 
of a coherent, intelligible government policy, the fragmentation 
of Australian activity, the fence around the house and my quarter 
acre lot which so many universities have, is not the way we 
should be going. We need  clear government policy and we 
probably need financial support (cited in Gallagher 2001:78). 
Internationally, in 2001, a survey of five hundred training directors at forty of five hundred of the 
Global 2000 companies showed that sixty percent had an e-learning initiative, eighty-six percent 
had a priority of converting current instructor-led sessions to e-learning, eighty percent were 
planning to set up or expand knowledge-management programs and seventy-eight percent were 
developing or enhancing electronic performance support (Strother 2002:1). The idea of e-learning 
for health industry education in not new and already exists in other jurisdictions. A major purpose  
_______________________________________________________________________________________________________ 
1:  An Intranet is an information portal designed specifically for the internal communications of small, medium or large businesses, 
enterprises, governments, industries or financial institutions of any size or complexity. 
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of this study is to examine the use of e-learning for health-care managers in British Columbia, to 
see if current health-care managers are interested in this concept and to discover whether they feel 
they have the skills to proceed with such learning. In chapter eight the views of health-care 
managers towards  e-learning will be examined. However, accessing technology, may still be a 
critical issue for some learners.    
4.4.2  Accessing technology 
Whether the learner is at work or at an academic institution accessing technology may still be an 
issue. Since most higher education institutions have both computers and technical expertise to 
assist learners the problem has been lessened. However, if health-care managers are to access e-
learning at work the situation may be quite different. It is not that health-care managers do not 
have their own workstation computer (a percentage still share a computer) the biggest issue for 
them may be time to study at work, as noted in chapter 3 and in 4.3.1 above. The use of a home 
computer for such learning may present other problems such as the costs relative to maintenance, 
training, technical support and Internet connectivity. It is not surprising then to find Oliver 
pointing out that many students still do not have access to the forms of technology required for e-
learning. He also found that access issues are more pronounced among  learners from minorities, 
groups with special needs, those in rural regions, and mature age learners (Oliver 2001:225). 
Birdstall reports that in Canada computer ownership and Internet access is segmented heavily 
along social class, educational level and generational lines. While Canadians are rated as the most 
‘plugged in‘ people in the world, exceeded only by Sweden, this does not mean that Canada does 
not have a digital divide (Birdsall 2000:6).  
To compensate for a lack of  technical infrastructure, many countries are developing “learning 
centers” or places where students can access information communication technology (ICT) 
appliances and connectivity. These have evolved in a variety of forms such as multi-purpose 
telecentres, regional centers, mobile learning centers, telecommuting centers, cyber cafés, 
telecentre franchise, and, at a global level, by the World Bank’s Global Developing Learning 
Centre Network. Open source software (e.g. Linux) and low-cost computers, such as the Simputer 
(India), offer the prospect of lower-cost options in the development of information 
communication technology (ICT) infrastructure. Other software, such as Citrix, that enables 
different computers to work together, is likely to be important in smaller communities and/or 
developing countries (Farrell 2001; 2003). Similar possibilities may need to be explored to help 
health-care managers, particularly those in remote areas of the province, in accessing e-learning 
opportunities.   
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Bandwidth may be a fading issue for learners as many countries are  upgrading their broadband 
capabilities. In British Columbia, the Premier’s Technology Council originally anticipated that by 
the end of 2003, broadband service would be available to eighty percent of the province’s 
population, living in one hundred and fifty of the three hundred and sixty-one communities in the 
province. The remaining twenty percent of the population, scattered in over two hundred 
communities would represent the ‘Digital Divide’ – those without broadband and therefore 
without access to the many programs and services it enables, such as e-learning, e-health and e-
government (2004:1). Health-care managers residing in this ‘Digital Divide’ area may encounter 
access problems until their Internet bandwidth is upgraded or until technical advancements (i.e. 
wireless communications) improves their access. While learning technologies are improving, 
problems may still remain for some learners especially in a province as large as British Columbia. 
However, access itself may not be the entire problem.    
The mere presence of a computer and  Internet connection, whether at a workstation or at 
home, does not necessarily assure technological literacy. In Germany technological literacy is 
called ‘media competence’ while Britain refers to it as ‘network literacy’(1998:5). In Canada, a 
Ryerson Polytechnical University report makes it clear that many students overestimate their 
computer and Internet skills and recommends that an orientation program be given to students 
before undertaking research or e-learning assignments (1998:109). It is not simply the expertise of 
using a computer and the Internet effectively that needs to be evaluated, Reddick, Boucher et al. 
insist that reading and writing skills come into play as well for the understanding and retention of 
e-learning material (Reddick, Boucher et al. 2003:1). Before e-learning can be undertaken for 
health-care managers it may be necessary to ascertain the technical skill level of the learners. This 
point will be examined further in chapter eight. 
The technical literacy of educators is perhaps another issue  which may not receive as much 
attention as it deserves. Rossman believes  that “technology will not improve learning until 
educators also begin to transform technology” (Rossman 2003:8). Markanen underscores and 
expands this assertion by noting:  
Because a high level of interactivity is required for action 
strategies, creating them for the Web generally requires more 
advanced technical skills, such as Java programming. As a result, 
many instructors prefer to select existing activities for inclusion 
in their courses, rather than design them (Markanen 1999:27).  
If educators and/or tutors are expected to be information communication technology (ICT) 
specialists for students, then their technical skills need to be reassessed and strengthened, 
particularly since the upcoming generations of learners are expected to be much more technically 
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sophisticated. According to Tello, any educator deficiencies in the  knowledge and skills to design 
and teach e-learning programs  have an effect on student retention (Tello 2002). With this in 
mind, the ASTD recommends that:  
In an e-learning environment, educators must have a detailed 
understanding of various technologies, comprehensive 
knowledge about available content and service providers, and the 
support skills that are critical to facilitating learners’ success 
(2001:20).  
Thus, technology may be a potential problem for some health-care managers whether studying 
from work or home. Technological support for learning will also need to be considered if e-
learning is to be effective. To understand how health-care managers view e-learning, data will be 
gathered and presented in chapter six and analyzed in chapter eight. The purpose of this data will 
be to find out if the acceptance of e-learning and access to technology is the same in British 
Columbia.        
The material in this section has shown that health reform has stimulated a reexamination of the 
learning environment of health-care managers. Like other adult learners, health-care managers are 
motivated to learn but require quality opportunities and services that are ‘fast, flawless and 
convenient’ and recognize the time constraints and financial strain of the learner. Health-care 
managers, who in many instances already have postgraduate qualifications, now require new 
skills in order to keep pace with health reform. Whether they need a new management 
qualification is uncertain, but health management courses must be designed to meet the current 
reengineered environment of the health industry and be tailored to the individual manager’s 
learning needs. In addition, the concept of managers learning from managers needs to be more 
fully studied. Increased credit for experience and other learning also needs to be examined in light 
of the current lifelong learning philosophy. Improving access to learning will remain a concern for 
many managers especially those in rural and remote regions of the province and those unable to 
leave their positions to attend classroom delivered courses. While the challenges of motivation, 
competencies and credit are important, the biggest challenges facing many health-care managers 
may still be increased workloads and organizational support. Since e-learning has been introduced 
into many organizations to address time and distance learning issues for adult learners, the 
question in this study will be to determine if this is a viable option for health-care managers. 
Having reviewed some of the learning challenges health-care managers face today, it is time to 
examine what health management educational resources are available to meet their learning 
needs.     
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4.5 Health management education in British Columbia  
The need for well-trained managers in the health industry is similar to other industries. The 
educational resources available to health-care managers in British Columbia come from two 
sources;. their own health authority or higher education. The information in this section will show 
that management education in the health authorities has been mainly concentrated on senior 
managers  leaving the majority of managers with fewer options. Prior to reform, health-care 
managers simply voiced their desire to attend an educational course within their health 
organization and because of a surfeit of managers could easily leave their positions. The post-
reform environment with funding restrictions and managers with little back-up presented 
managers with more skill-training difficulties. The situation in rural and remote communities was 
more pronounced.  In addition, many managers were hesitate to taking educational leave or risk 
their own personal funds at a time of job insecurity2. The health management educational 
opportunities available through the health authorities will be presented in more detail in 4.5.1.   
Access to higher education favour senior health-care managers as some health authorities paid a 
portion of their postgraduate costs. Lower level managers were usually left to their own resources 
for such education, a difficult problem in light of the instability of their working environment. In 
addition, frontline managers had difficulty with the postgraduate on-campus requirement as they 
found it much harder getting time away from their positions following health reform. Further, 
health-care managers found limited health industry specific learning opportunities, particularly 
directed at  managing a changing complex service organization. To better understand these issues 
the health management educational opportunities available through higher education will be 
presented in more detail in 4.5.2 and 4.5.3.   
While higher education has made many changes in their programs to accommodate the adult 
learner, more changes may be needed. For example, the modularization of course content has 
allowed the adult learner to move in and out of study programs and institutions, build their 
degrees from a number of self-contained modules, and provides greater flexibility. However, even 
this innovation is now being redesigned. In recent years, smaller modular learning units have been 
introduced, referred to as  ‘bumper-sticker sized bits of information’; ‘chunks’ of learning, ‘adult-
learning sized bites’. India has even considered ‘skillette’ type modules of no more  than thirty  
minutes of instruction covering one specific and usable unit of education or training (Mitra 
2003:21). While smaller units of learning may best fit the needs of a busy manager, some regard  
______________________________________________________________________________
2. A similar cost barrier to learning for health-care managers was also identified by the Australian College of Health 
Service Executives (Dennis 2002:8) and in an Australian/New Zealand survey (Harris, Maddern et al. 1998:6). 
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this trend as a slippery path to a deterioration in educational quality. Duke argues that part of the 
resistance to modularizing academic programs stems from the fear that learners will become 
academically lost, like disoriented consumers of poorly matched baskets of goodies from the 
supermarket shelves. Others see modularization as detracting from the sustained, sequential, 
disciplined study of an academic discipline (Duke 1992). Yet, further modularization may be 
necessary if learning is to adapt to the needs of rapidly changing organizations. This will be 
discussed again in chapter eight. At this point, it is important to know what learning opportunities 
are currently available through the health authorities and higher education. Health Authority 
health management education  
4.5.1  Health Authority health management education 
In British Columbia each health authority has its own management education initiative, with 
considerable variation among the health authorities. The following brief descriptions of the 
management educational offerings in the health authorities are presented in priority with the first 
two, Vancouver Island Health Authority (VIHA) and Interior Health Authority (IHA), having the 
best  health management education programs. The Fraser Health Authority, Provincial Health 
Services Authority, Vancouver Coastal Health Authority and the Northern Health Authority have 
less defined management educational programs for their health-care managers.        
 The Vancouver Island Health Authority (VIHA) established a  ‘Centre of Excellence in 
Learning’ in 2001 at the time of  the creation of the new health region. The centre’s educational 
programs are open to all VIHA employees and of the six categories of educational programs, 
three of importance to managers are:  Leadership and Management Development, Organizational 
Development, and Technical and Computer Skills. To understand the type of management 
education focus of the leadership programs at VIHA I have made a  comparison (Refer to Table 
4.1on p. 106) using the competencies selected for this study.      
 Table 4.1 shows that VIHA’s management education focus has been mainly on people skills 
concentrating on such topics as communication skills, change management, leadership skills, 
conflict management and human resources. While change management is identified in a number 
of areas, it is mainly on coping with change not in managing a changing complex service 
organization. These is also no evidence that managers are being assisted in how to manage an 
ongoing, escalating, reduction of resources in meeting increased service demands. In the 
Leadership and Development Level 1 program, Finances and Decision Support and Risk 
Management courses are only for specialty groups.   In the Leadership and Development Level 2 
program, the Project Management course is optional.    Faculty were aware some managers have 
Chapter Four: Management Education  105 
problems accessing courses but were unable to provide other options. No e-learning is being 
considered, all programs are provided in a classroom format.  
Table 4.1 A Comparison of Research Competencies & VIHA Management Programs 
 
Computer skill training includes Word and Excel basic and upgrade programs, and a human 
resource scheduling program but there is no record as to what standard is required for managers 
Research 
Competencies
Course Topics Online Program
New Leader Orientation Internet description of course
Foundations of Management & 
Leadership in VIHA
Internet description of course
Communications Myers-Briggs Type Indicator 
(MBTI) Step 2, topics include; 
Increasing self awareness, Differences in 
people,Expressing your personality &How you 
communicate
Internet description of courses 
+ Online self assessment
*Financial Analysis
*Human Resource 
Management
Navigating the Organization 
Conferences, topics include;Human 
Resources,Finance & Decision Support & 
Services & Supports
* Change
*Human Resource 
Management 
*Quality Improvement
Leader Resources on the 
Internet with topics as:Change & Transition,Hiring 
& Orienting New Staff,New Thinking & Systems 
Thinking, Occupational Health & Safety, 
Performance Management & Quality Improvement
Internet description of courses 
plus: Change & Transition tool 
kit,Change Management 
Toolbook,Guidelines for 
managing Displacement,Core 
Competencies, Combined Self-
Assessment & Manager 
Feedback Tool & Self-
Assessment 
Manager/Supervisor
Communications Interpersonal Communications:
proactive listening & feedback
Internet description of courses
Conflict Management Conflict Management Internet description of courses
Human resource 
Management
Performance Management 
focused on: Performance Expectations, Coaching, 
Performance review,Giving Recognition,Managing 
difficult behaviour, Taking corrective action & 
Working with teams
Internet description of courses
*Change
*Project Management 
Change & Transition focused on:
Managing change & Transition, Using the tool 
kit,MBTI & Change,Strategies for navigating 
change,Project Management (Basic) & MS Project 
(Elective)
Internet description of course
*Leadership Skills Laying the Foundation focused on:
Orientation to MBTI (Leadership 
Competencies);Debrief Session,Optional 
Coaching Session & Defining Leadership
Internet description of course
Clarifying Aspirations focused on: VIHA as a 
Learning Organization, Personal Mastery 
Introduction & Integrating Learning
Internet description of courses
*Communications
*Complexity
Dealing with Complexity focused 
on: Systems Thinking & Improving Conversations
Internet description of courses
Creating Shared Vision focused 
on: The Synergy of Shared Vision, Creating a 
Shared Vision, Incorporation Learning into 
Leadership
Internet description of courses
LILO Program Electives including:
Appreciative Inquiry,Inner Quality 
Management,Systems Thinking Learning Group
Internet description of courses
VIHA Management Education Programs
Leadership & 
Development : 
Level 1
Leadership & 
Development: 
Level 2
Leadership &
Development:
Level 3
"Leading in a 
Learning 
Organization (LILO)"
* 9 months
*Royal Roads 
University 
Collaboration
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nor what level managers have attained. A self-assessment online educational tool exists but there 
is no follow-up to know the quantity or quality of use. A web site called a ‘Leader Orientation 
Guide’ exists for new managers containing information on the health authority and for new 
employees, the role of the manager, change and transition and managing  human resources. The 
amount of information on this web site exceeds that found on any other health authority web site 
but with no follow-up it is unclear how this information is utilized.  
VIHA formed one of the earliest partnerships with higher education, working with Royal Roads 
University to establish their Leadership and Development: Level 3 program which grants the 
learner some academic credit towards a master’s level qualification in Leadership and Training. 
The health authority also has a scholarship program for managers which provides five hundred 
dollars per year towards postgraduate education. The remainder of the university cost is paid by 
the manager.    
VIHA has offered leadership courses since 2001. There is no tailoring of the leadership courses 
to specific divisions or individuals. While VIHA has shown an ability to create an effective 
leadership program and are prepared to reexamine their programs, the underlying question will be 
whether or not other management topics, greater choice and e-learning will be given any 
consideration in light of funding and resource limitations. There are no immediate plans for e-
learning development.   
The Interior Health Authority (IHA) is in the early stages of its management educational 
program development.  The current management educational program has two parts: (a) the first 
part is a senior management coaching initiative provided through an external coaching service, 
with coaches who are considered ‘seasoned’ industry/business executives in Canada/USA at a 
senior level in non-profit organizations. Senior IHA managers are matched with an external coach 
following a self-assessment of their learning needs. This “just-in-time” coaching is considered 
flexible for busy schedules. The program began in April of 2004 and, to date, has no published 
evaluation. It is anticipated that once these senior managers complete their coaching experience, 
they will become mentors to the next management level. What remains unclear is how these 
senior managers with large portfolios of their own will find the time to mentor other managers, or 
whether managers in a direct line position will feel comfortable with such a mentor relationship. 
(b) The second part of the management educational program is a web-based program for directors 
and senior managers containing the emotional/ intellectual competency expectations. 
Technical/business competencies are expected to be identified by 2005.  The 
emotional/intellectual competencies identified by IHA are: Self Awareness (i.e. emotional self-
awareness, accurate self-assessment and self-confidence); Self Management  (i.e. self-control, 
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trustworthiness, conscientiousness, adaptability, achievement orientation, initiative, and 
innovativeness); Social Awareness (i.e. empathy, organization awareness, service orientation, 
leveraging diversity, and political awareness); Social Skills (i.e. leadership, developing others, 
influence, communication, change catalyst, conflict management, building bonds and teamwork 
and collaboration); and Technical Competence.  These emotional/intellectual competencies have 
been loaded into a self-learning software program which managers can access. There is no 
instructor input or follow-up to this process. Managers are expected to use the program to identify 
their personal competency gaps. Expectedly, in time, such gaps will be discussed with their 
assigned mentor (i.e. one of  the senior coaching graduates noted above). The mentor and senior 
manager can then communicate by telephone or e-mail, since a face-to-face meeting is not 
imperative, to discuss how the manager will address any competency gaps. Since this program is 
dependent on the outcome of the senior management coaching program it’s effectiveness is still 
unproven.  
In October 2004, IHA launched a new leadership plan for senior managers called ‘Pathways to 
Leadership’ in collaboration with Royal Roads University to create a health management 
educational program which would address such issues as: compensation performance 
management, change management, professional development, cultural development, Ministry of 
Health Services performance contract, strategic planning , information systems, financial practices 
and health delivery practices. The intent of this new program is to provide senior managers with 
higher education credit towards higher qualifications. The  plan is to educate thirty-six to forty 
senior managers per year (including physicians) with the aim of reaching one hundred and fifty 
managers in four years. Discussions are still underway and the details of the program or outcome 
measures are not yet available. There is no indication that this program will be open to other 
management levels.    
Classroom delivered, in-service management programs do exist on current topics of importance 
(i.e. budgeting, health reform, change management) for all other managers below the senior level. 
However if managers cannot attend these courses, there is no follow-up.  For example, one 
thousand positions were made available for one management course and only two hundred 
managers applied. There was no information as to why the other eight hundred could not attend 
nor how they might acquire the information other than through the classroom delivered course. 
New managers have the option  of attending a ‘Transitioning to Management” course, at the local 
Okanagan College/University, a partner with the IHA. This course is a basic introduction to 
management and  discusses whether the individual is suited to the management role. The course is 
for managers in any business/industry and is not health industry specific. Another management 
course, unique to IHA, is a  labor relations program created in the health authority when it was 
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discovered that union stewards in the region were receiving over forty hours of training compared 
to almost no training for IH managers. In general, the educational opportunities for the majority of 
managers below the senior level remain ad hoc, focused on operational necessities and are all 
classroom delivered. No e-learning is currently being planned. One senior educator stated the 
authority would like to progress to e-learning skill development but feels managers need to first 
develop their technical skills for such learning.  
A web site for managers (i.e. IH Net) provides information on such topics as: patient 
information, management orientation checklist, ‘just-in-time’ information and templates, and 
articles focusing on certain issues. Like VIHA there is no follow-up as to whether managers 
access this site or how the information is used. In the same manner, a web-site orientation 
program exists for managers but there is no follow-up except an expressed interest by educators 
that a one-day follow-up, classroom delivered, workshop is needed.    
IHA management educational approach has mainly focused on senior managers coaching and 
mentoring with a sprinkling of other courses and support services for other managers. The major 
push for a senior management educational program (for managers and physicians) at a master’s 
level is intended to broaden and expand management education to address topics specific to the 
operations of a health service. The managers below the senior level are left with limited options 
and a less structured educational path. There are no immediate plans for e-learning development.   
 The Fraser Health Authority (FHA) introduced the ‘Learning Model for Leadership 
Development’ as an in-service program. This program has four divisions: (a) Increasing 
Organization Effectiveness  including such courses as working in partnership, appreciative 
inquiry, consultation for re-design, and collaborative change; (b) Building Personal Resilience 
including such courses as  inner quality management, people skills for a respectful workplace, and 
instructional skills; (c) Enhancing Team/Unit/Department Effectiveness including such courses as 
supervisory skills, conflict resolution and team skills; and (d) Developing Leadership Capacity 
including such courses as leading for engagement and management conference.  According to the 
education director, the main focus is on emotional/intelligent topics such as communications, new 
strategies in dealing with change and change management. These courses appear to be open to all 
managers who are able to attend. There  are no plans to make any changes in the leadership 
program to include corporate or business topics.  While ad hoc reform-based topics (i.e. finances, 
policy/service changes etc.) would be expected for managers below the senior ranks, there was no 
evidence of this in my discussions with the education director. There is also no evidence that 
education support  web-sites or e-learning are under consideration for managers.   
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For senior managers seeking higher qualification, FHA provides some financial support for a 
number of senior managers each year to take the Royal Roads University ‘Leadership and 
Training Program’.  There is no evidence that any evaluation is carried out on the value of this 
education for the health authority.   
FHA management education focus is mainly on senior managers with other managers able to 
attend if they can make the necessary arrangements within their divisions. The leadership focus is 
primarily on people skills with no immediate plans for change. There are fewer additional 
educational support services in this health authority than those found in the previous two health 
authorities. All education is classroom delivered and there are no plans for e-learning.     
 The Provincial Health Services Authority (PHSA) took over two years to get reorganized after 
the 2001 reform process because of the complexities of province-wide services and jurisdictional 
issues.  Different than the above three health authorities, this health authority has concentrated its 
management education efforts on middle managers. The leadership series of courses consists of 
four sessions of four hours each provided by an external educator. The topics covered are: 
‘Creating a Foundation’(i.e. sharing responsibility and communication and interaction skills);  
‘Building Trust’ (i.e. working and leading in teams, coaching staff, introducing change, and 
helping others adjust to change); ‘Adapting to Change ‘ (i.e. the ability as a leader to adapt and 
manage the challenging aspects of change while maintaining effectiveness); and ‘Communicating 
with Others’ (i.e. communicating across all departments and organizational levels and overcoming 
communication barriers). The focus is mainly on relationships and human resources. Consistent 
with this focus are workshops which have addressed such topics as: time management, managing 
the hard to handle employee, performance management, interviewing and human rights.  One 
course on financial management, mainly on PHSA budgeting, was developed internally. The 
director of education would like to expand the educational opportunities but funding is an issue. 
Currently, all management education is classroom delivered.   
In addition, each year PHSA provides partial sponsorship for a number of senior managers to 
attend Royal Roads University master’s program on Leadership and Training.  There is no 
evidence that this educational initiative has any evaluation process as to its value to the 
organization.  
PHSA management courses mainly focus on human relationships and resources. Senior 
managers have some support for higher qualification studies. It is evident that getting managers to 
classroom delivered programs is currently a problem and senior management remains skeptical if 
e-learning programs would be utilized by busy frontline managers.  No e-learning is currently 
being considered.  
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 The Vancouver Coastal Health Authority (VCHA), the health authority with the greatest number 
of human resources, has the least organized management education program. About twenty-four 
senior managers are funded each year to attend the Royal Roads University master’s education 
program in Leadership and Training. No evaluation is evident in this educational initiative. In-
house management programs are ad hoc focusing on such topics as communication, orientation, 
budgeting and reform change. All courses are classroom delivered. Finance programs, when 
available, are focused on budget preparation and fiscal planning. 
One experiment in management education was carried out in November 2003. Eight hundred  
managers were invited to participate in a SkillSoft e-learning program, consisting of twenty-nine  
topics. Only one hundred managers participated. Managers were expected to review these topics 
on their work computers if time permitted. This was an expensive service of non-health 
management topics. Nevertheless, the web site had some good general material on such topics as: 
leading from the frontline, going from management to leadership, moving from technical 
professional level to management, how to overcome negativity in the workplace and many more 
topics. No evaluation was carried out as to how many managers actually utilized the web site nor 
what value these topics had in their health service area. The continuation of this experiment seems 
to be on hold.   
The education director indicated that there have been discussions on upgrading management 
skills in such areas as: communications, project management, people skills (team building), 
strategic planning, and working with staff particularly with regard to downsizing, change and cost 
savings, but that lack of funding and senior management support has held back development. 
However, in recent months the education director has received a new mandate to redesign the 
management education program.    
VCHA retains an ad hoc management education strategy which appears to be both limited and 
costly. A needs assessment has not been done nor has there been any evaluation of the 
experimental web-based program nor on those attending the Royal Roads masters program. The 
health authority appears to have a strong  interest in expanding their management education 
offerings but only time will tell how this evolves.   
The Northern Health Authority (NHA) management education is mainly ad hoc with periodic 
programs provided on such topics as finance, change management or project management.  The 
health authority is in the process of considering a new management/leadership program on such 
topics as: communication skills, working in relationships, building teams, developing others, 
solving problems, making decisions, getting results, strategic thinking and  planning, managing 
and leading change, leading self, managing financial resources. If this leadership program 
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becomes a reality then this health authority may have a more balanced curriculum. However, 
funding realities will play a very strong part in this planning as this is the region with the lowest 
population and greatest geographical issues.  
In summary, the information on health authority educational opportunities shows that 
leadership education is mainly viewed as the prerogative of senior managers. In-service health 
management education, where it exists, is focused on emotional/intellectual competencies or 
topics such as communications, human relations, change management, and resources. Running a 
complex service organization and dealing with community, political groups and diversity are not 
current educational topics in any of the six health authorities. Partnerships with higher education 
are evident in four health authorities with initial discussions reported in the other two. Evaluation 
of such postgraduate education to assure value for money has not been done. One health authority 
is considering physicians in their management educational planning, a new trend. Educational 
planning and courses for lower management levels is limited. Classroom delivery is the dominant 
delivery format and e-learning, if considered at all, is only touched upon as a peripheral tool for 
distributing information. Too few managers are getting access to much-needed education. How 
health-care managers view such educational opportunities will be examined in the survey, 
interviews and discussions of this study. Having found that the health authorities had limited 
educational opportunities for the quantity of managers needing education, the expectation was that 
higher education would be better positioned to meet this new learning challenge. The following 
information shows that this is not the case.    
4.5.2  Higher Education health management education  
The material in this section will show that there are few health management education programs 
in the province of British Columbia. While general management education opportunities exist the 
course content needs to be adapted to the health industry to benefit health-care managers. In the 
past health-care managers accepted the fact that they had to adapt general management theories 
and processes  to their work setting, but their reformed  working environment provides little time 
for such adaptation. An overview of management education courses at the different higher 
education institutions in British Columbia is provided in Appendix C. The appendix material is 
presented  in priority starting with the health management education courses. The following 
material focuses on current health management educational programs in three higher educational 
institutions (i.e. The British Columbia Institute of Technology, Malaspina University-College, and 
Royal Roads University). The material is presented in priority.   
The British Columbia Institute of Technology (BCIT) has had a reputation for being on the 
leading edge of providing practical educational programs, many by e-learning. It has the strongest 
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health industry specific programs in the province, and  its e-learning courses can be taken  
separately or within an official program. BCIT currently has over six hundred e-learning 
programs. The following is a brief description of four health industry specific programs for 
managers.  
The ‘Bachelor of Technology in Management’ program with a health specialty has existed for 
five years. This e-learning course is competency based (i.e. the learner must prove their 
competency before receiving credit) with course work and assignment papers. The learner works 
with both a BCIT coach as well as a worksite coach.  This program is favoured by those in 
Information Technology or those involved with knowledge management but the topics covered 
could equally benefit other health-care managers. However, it is unlikely managers not in 
information technology would apply for this program. The e-learning nature of this course makes 
it more accessible to many managers, and the  topics covered have health industry and operational 
focus. There is also an advanced specialty certificate in Health Informatics Technology 
Management  which is also favoured by those in Information Management positions within the 
health industry.   
The ‘Level 1 and 2, Certificate in Health Care Management’ programs have been available for 
the past twenty years, moving from a correspondence to a distance learning format. There are 
about fifty students per year, but this figure varies as students, in pacing their learning, may take 
from two to five years to complete the program. Learners are mainly from British Columbia’s 
health industry, many in their first management position. In Level 1, courses are focused on 
human relations, while in Level 2 the emphasis is on information systems, health care law, and 
quality management.  No specific course deals with how to delivery health services in a complex 
industry. Two courses within the program have moved to an e-learning format, but the majority of 
the program remains in a distance learning, paper-based format.  
The ‘Certificate Program in Health Care Quality Management’ has been available for two years 
and is a program of interest to those working in quality improvement. About ten learners take the 
program each year. The material is available in an e-learning format. This is a single topic 
program and may not attract a larger health care management group. 
  As of July 2004, BCIT has entered into partnership with Royal Roads University to offer a 
joint  ‘Masters Degree in Health Care Leadership and Management’  This program was suppose 
to start  in the Fall of 2004 although, to date  (i.e Summer 2005), it has not started. The plan is to 
accept forty to sixty frontline and middle managers per year, fifty percent from British Columbia 
and fifty percent from the western Canadian provinces. The twenty-three calendar month 
program, is to follow a blended (e-learning and face-to-face), cohort-based model of learning with 
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e-learning courses and two three-week, face-to-face residencies concluding with a final one-week 
residency. The courses are mainly focused on behavioural sciences, resource management, change  
and leadership. There is an Applied Research for Leaders course in which action research is the 
focus. There is one course specific to Health Care Systems and Organizations and, one course 
‘Foundations of Management’, is expected to deal with finances, ethical and quality management 
issues. In-depth service delivery  topics are not evident in the initial planning documents. In 
addition, there is no reference to the backfill costs for health authorities in managing seven weeks 
of face-to-face residencies for their middle managers, a factor which has proven to be a problem 
even with short-term courses in the health authorities.  
While BCIT has the strongest health specific programs, and its new partnership with Royal 
Roads University is positive, the courses are still not strong on practical service delivery topics. 
The newly planned Master’s program residency requirement of seven weeks may prove to be a 
barrier for many middle and certainly frontline managers. Only the technical and quality 
management programs are in an e-learning format and these would not likely be the first choice of 
most health-care managers. The other programs remain in a distance education, paper-based 
format. The main advantage of BCIT courses is that learners can take one course at a time 
building towards a higher qualification. To date, the new partnership between BCIT and Royal 
Roads University is still in its developmental stage and its future remains untested.     
 Malaspina University-College has one health management program which is a diploma 
program on ‘Continuing Health Care Administration’. This paper-based distance learning 
program has been in existence since 1989 and is designed for those working as managers in 
community health programs (public or private) in British Columbia. The number of students per 
year vary as learners pace themselves over a two to five year period. While the program focuses 
on human resources and gerontology, it also addresses health care issues, accounting and quality 
assurance.  There are no plans to expand this diploma program to address service delivery issues 
in hospitals (i.e. acute care) or other areas in the health industry, nor are there plans for moving 
the course to an e-learning format.      
Royal Roads University, ‘Master of Arts in Leadership and Training’ is the most popular 
postgraduate program for corporate/senior health-care managers. This program, started in 2000 
for about thirty students per year, is not specifically designed for health-care managers but aimed 
at mid-career professionals with at least five years of supervisory experience and employed in 
medium to large corporations, health organizations, crown organizations and/or provincial and 
federal agencies/governments. The university insists that the program can be tailored to the 
organization, however this customization occurs primarily in the selection of the project  which 
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each learner is expected to complete. This is a two-year program with course assignments 
managed through an e-learning format, seven weeks of residency and an action-learning project. It 
is classified as  self-directed learning and competency-based. It is unclear how the competency of 
graduates is measured or assured.   
The health authorities are encouraged to send more than one manager to this program at a time, 
as an opportunity for team building through the learning process. One health authority has sent 
twenty or more senior managers in one year; other health authorities may send two to four 
managers, at a cost of $10,500 per year per student. There has been no research as to whether this 
educational cost to the health organization has proven effective with regards to service delivery, 
management effectiveness or the creation of innovative measures in addressing health reform 
issues.      
The course content is a mix of behavioural science, human resources, change, learning and 
leadership topics. Courses in evidence-based management,  managing complex health service 
issues, managing a  number of projects with different deadlines and reduced resources, or in-depth 
financial analysis are not evident in any of the course descriptions. Graduate competencies to be 
work-ready for managing a complex service industry are not evident from the literature provided 
or through discussion with faculty.      
The information on higher educational institutions shows that the number of health 
management education courses and/or degree programs for health-care managers are limited in 
British Columbia. There are no e-learning educational programs through the  health authorities 
and only BCIT provides a few courses in higher education.  Royal Roads University uses an e-
learning format but only as part of its master’s degree program. With the master level programs 
having a seven week residency requirement, managers in positions where backfill cost is required 
or where time is at a premium, may have difficulties in meeting this requirement. Even if the 
newly planned master level programs come on stream, student enrollment per year is still low 
considering the thousands of heath-care managers in the industry. Course content is still 
addressing top-level management issues without giving managers practical skills to manage a 
changing and complex industry. In addition, higher education still offers a ‘one-size-fits-all’ 
educational format with the tailored portion of the learning experience being a single health 
industry project. While major steps have been taken to increase the number of master’s 
qualification routes for senior managers, little is being done for the largest percentage of 
managers.  Learning opportunities and e-learning limitations in both the health authority and 
higher education appear to leave many managers with few choices in achieving their learning 
goals. In chapters five to eight data will be collected and analyzed as to how health-care managers 
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view such learning opportunities. If learning opportunities are limited in British Columbia, do 
health-care managers have any other options?  
4.5.3  Other management/health management programs 
The closeness of British Columbia to several of the American states (i.e. Washington, Oregon and 
California) opens a large network of possible e-learning programs.  For example the Internet 
presents several management programs based in the following American institutions: Baker 
College, Berkley College, Bethel University, The Colorado Technical University, Ellis College of 
NYIT, Florida Metropolitian University, Kaplan College, and many more.  There is little evidence 
that such programs are heavily utilized by  health-care managers in British Columbia, as the 
traditional route for most managers is to seek a local educational provider. Other Canadian 
provinces also offer management educational programs, but this out-of-province route is not used 
for the same reason as the international options. There is no research to show what percentage of 
health-care managers are pursuing continuing education or postgraduate studies in other provinces 
or other countries but the assumption would be that the numbers are low. But for those interested, 
other jurisdictions have been developing new health management education options, concepts 
which may be of interest to the health industry in British Columbia.  
One innovative approach in educating health-care managers can be found in Quebec. McGill 
University has introduced an International Masters in Practicing Management (IMPM) program to 
prepare health-care managers to cope with existing conditions in their organizations as well as 
effecting change in the face of difficult, economic, social and political realities. This program is 
also focused on senior managers and is relatively new (cited in Reingold 2000:4).  
  Another recent trend is the development of health corporate universities which have sprung up 
in the United States with private health corporations. The concept within these corporate 
universities is also that ‘managers learn best at work’(Meister 1998). Two examples of this 
concept are the University of Chicago Hospital (UCH) in Illinois, and  the Baptist University in 
Pensacola, Florida. The UCH was established in 1992 as the first health corporate university in 
the United States for nine thousand  employees (Meister 1998). It supports over thirty thousand 
course enrolments a year and in 2000 a wide range of academy-initiated learning tools were made 
available to all employees. Its health management and leadership offerings include  a wide range 
of courses on such topics as: frontline leadership,  performance management,  leading through 
diversity, resiliency, coaching, project management, and financial management (2004:7 to 10).  
The Baptist University in Florida was also established in 2000 as a corporate university in a health 
care setting serving the learning needs of the Baptist Health System. The university operates two 
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institutes: (1) Leadership Development Institute which offers courses for team leaders and 
managers on such topics as: The Business of Baptist , healthcare finances and budgeting, skills 
assessment, and human resource leadership; (2) Staff Development Institute which has four 
colleges: The College of Professional Practice, the College of Advanced Practice, The College of 
Patient Care Support, and The Senior Health Professional (2004).  According to Dresner, the 
corporate universities (CUs) can offer a wide range of blended and e-learning courses through 
their virtual university but the major issue facing these health corporate universities (CUs) is: 
 ….the range of material that can and should be offered to a 
population that varies from upper graduate level physicians to 
entry level clerks and orderlies. CUs in teaching hospitals often 
are tasked with orientation of new residents and interns , and 
some are responsible for other aspects of their clinical education 
as well (Dresner 2005:4).    
The course offerings are designed to fit the health organization providing both employees and 
managers with a variety of educational opportunities focused on health service delivery. The  
corporate university idea is a means of integrating the health organization’s education, including 
leadership training, and giving such education a higher profile within the industry.  
A corporate university approach more suited to the publicly funded health industry of British 
Columbia, was the National Health Services University (NHSU) proposed in Britain. The lifelong 
learning intent of the NHSU was to “develop the talents, skills, capacity, commitment, 
achievements and expertise of the million plus people who work for the NHS, as well as those 
engaged as patients, clients, carers, volunteers and supporters “(2003:3). This public corporate 
university concept, launched in 2003, was to be “a radical change and improvement in health and 
social care through the transformation of learning” as the NHS shifted to focus on a “patient-
centered, team-based, multi-professional, outcome driven, evidence-based, de-centralized service 
providing more choice and greater accountability to the public”(Taylor 2004), similar to features 
being contemplated in the health reform of British Columbia.  
Taylor noted that the rise of corporate universities emerged from the need to have a workforce 
with the skills and flexibility to match the new service model. A different approach to learning 
was needed to concentrate on teams of people rather than supporting the uni-professional and uni-
disciplinary training of the past. The focus was to be on skills enhancement, capacity and personal 
development through greater learner engagement, wider participation, new modes of learning, and 
higher levels of learner attainment, achievement and progression. The NHSU had eight key 
principles which were: access (available to everyone in the NHS), relevance (designed to secure 
benefit for patients, staff and health improvement), choice (delivered in ways to suit the learner), 
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equity (to tackle the barriers to fair opportunity and inclusive learning, multi-professional and 
inter-disciplinary, working with others to achieve the objectives and a commitment to quality 
(2003:9 to 21).  Other concepts being considering were: portable qualifications, course credit 
towards a degree, recognition of prior experience, modular structure, senior managers as mentors, 
tele-tutorial service, high-quality support for learners, and use of real workplace problems. 
(2003:13).  Initially the underlying learning concepts and ideas were welcomed and appeared to 
be well supported. However, a year after the opening announcement, the NHSU concept was 
scrapped by the British government. Snook contends that the demise of the NHSU was due to a  
“combination of bad luck, lack of clear focus and unhelpful interventions of third parties”(Snook 
2005:4). Management education, which was to be a part of the  NHSU concept, has continued 
within the NHS under the NHS Leadership Centre  which was established in 2001. The 
underlying principles to integrate health industry learning was a good idea even if this initial 
effort  in Britain did not reach fruition.    
The information shows that new concepts are emerging on how to design a health industry 
learning environment with such concepts as: the integration of all learning focused on quality 
patient care, a multi-disciplinary and team oriented approach to learning, and, managers learning 
from other managers. Such integration would mean that management education may be designed 
as a continuum of learning irrespective of institution.  These ideas will be again examined in more 
detail in chapters seven and eight.  
4.6 Conclusion 
Health reform in British Columbia has introduced new learning challenges for health-care 
managers creating an environment where learning opportunities are not keeping pace with change. 
Without an overall plan, each health authority has its own health management educational plan 
which varies in structure and content. Dialogue between the health authorities and higher 
education is ongoing with a continuation of a very traditional learning strategy. The  health 
authority favour  a classroom delivery format with little e-learning. Whereas e-learning in higher 
education is slowly evolving, but the process is slow. Educational opportunities in both learning 
environments still retains a ‘one-size-fits-all’ design with limited tailoring of the process for 
individual learning needs. The focus of health management education is focused mainly on senior 
managers leaving the vast majority of managers with few options. Little research is available on 
website information resources, expensive postgraduate education, or other aspects of health-care 
management education.    
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Higher education also offers few health management educational opportunities for managers, 
particularly in upgrading skills in managing a complex and changing service industry. The 
curriculum remains at an executive level, providing limited detailed management skills for 
today’s shifting health issues. Whether managers can be educated better within their own industry 
is still unclear, but innovation and greater educational integration will be needed if the best 
leaders are to be educated for the industry.  
Health-care manager as an adult learner face ongoing time and cost issues and seek no-frill, 
educational opportunities and services that address realistic management problems. An 
educational plan is needed that clearly defines the responsibilities of both the learner and 
organization, assures them of equitable credit for their experience and learning, and allows them 
easy access to a variety of learning options. Without an educational strategy, learners and 
organizations remain uncertain over the expenditure of educational resources and the time given 
to such learning. What is evident is that learning methods designed to address the learning needs 
of the past are no longer working at a time when the need for health management education has 
escalated. E-learning, familiar to many industries, is a possible option for health-care managers 
and will be explored more fully in chapter eight.    
The first three chapters shows how health reform has changed the health industry, how new 
complexities and challenges have pressed health-care managers to seek new skills, and how the 
current health management educational opportunities are not meeting this learning need. The 
learning crisis for health-care managers will not evaporate with time as health reform is expected 
to continue and will continue to escalate the learning needs of health leaders. The information to 
this point has explained what is known, chapters five to nine will explore what my research has 
discovered.    
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Chapter 5 
Methodology 
 
The important thing is not to stop questioning.  
-Albert Einstein  
 
5.1 Introduction 
   This chapter describes the methodology, issues and core assumptions relating to the design of my 
research. It includes an outline of how the data collection from three sources (survey, interviews 
and health industry stakeholder feedback), procedures used in data analysis, and validity and 
reliability strategies. My research strategy assumed that the perspective of health-care managers 
on their professional development was essential, both for understanding the management skills 
needed in today’s changing health industry and obtaining information on how education aimed at 
producing these skills could be delivered. In providing a comprehensive description of my 
research methodology, this chapter links the previous chapters to the research findings and 
analysis presented in chapters six to eight.     
My research on the education of health-care managers is described as social science research. 
According to Judd, Smith et al., social science research “ borrows the logic of physical science but 
uses different research methods because the objects being studied are not inert but sentient beings 
with interpersonal or social relations”. Different methods used in such research provide a more 
complete description of the social issue (Judd, Smith et al. 1991:4-6 & 322). Northey sees  social 
scientists working with two types of measured data: quantitative and qualitative (Northey 
2002:57). Casebeer and Verhoef describe quantitative research as “the numerical representation of 
manipulation of observations for the purpose of describing and explaining the phenomena that 
those observations reflect”.  Such research is seen as beginning with the testing of a known theory 
by attempting to provide evidence for or against a pre-specified hypothesis. These writers note 
that quantitative research works from the general to the specific and is considered knowledge-
driven. For them, when applying quantitative methods, numerical estimation and statistical 
inference from a sample is studied in relation to a larger “true” population of interest. Qualitative 
research is described by the same writers as the “non-numerical examination and interpretation of 
observations, for the purpose of discovering underlying meaning and patterns of relationships”.  
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According to Casebeer and Verhoef , such research begins by making observations usually in 
order to develop a new hypothesis or contribute new theory. In other words, it works from 
specific observations to broader generalizations and is considered feature-detecting. These writers 
see narrative description and constant comparison as being usually used in qualitative methods to 
understand the specific population or situation being studied (Casebeer and Verhoef 1997:2).  
My strategy in this research was to use  a mixed method with both quantitative and qualitative 
aspects, utilizing the data from both streams for analysis. By using different data collection 
methods my research achieves a depth of information which one method alone would not permit. 
In supporting this mixed-method approach, Casebeer and Verhoef suggest that instead of viewing 
these two research methods as an “either”, “or” situation, mixed research methods combine the 
two and argue that:   
…it is possible and more instructive to see qualitative and 
quantitative methods as a part of a continuum of research 
techniques, all of which are appropriate depending on the 
research objective…Truly combined method approaches would 
purposely correct the study objectives and methodologies in the 
context of a single study or within a planned program of research 
in order to access a more comprehensive range of information 
and experience (Casebeer and Verhoef 1997:2 & 5).  
In formulating a theory for social science research, Judd, Smith et al. identify three elements: 
the theory needs to contain constructs (phenomena) that are of theoretical interest; the theory 
describes relations among the constructs which may be causal, specifying which constructs exert 
effects on which others under varying conditions; and, the theory incorporates hypothesized 
relations or links between the theoretical constructs and, observable variables that can be used to 
measure the constructs. The authors stress that these links specify the behaviours or other 
indicators used to conduct empirical research and suggest that a useful theory is one that addresses 
some important or significant phenomenon or social behaviour at a particular historical moment 
(Judd, Smith et al. 1991:21-23). My research is productive social theory research in that it 
addresses a recognized change in learning needs for health-care managers following years of 
health reform in British Columbia, a socially significant phenomenon in the province’s health 
industry at this point in time.   
In composing my research hypothesis the views of a number of  writers were considered such 
as Judd, Smith et al. who state that  “social relations research hypothesis concerns relationships 
between constructs (or phenomena) that have to do with human social behaviour” (Judd, Smith et 
al. 1991:7 & 10). Northey who sees a hypothesis as “a statement about presumed relationships 
between two or more variables which can be proved true or false, valid or invalid, by the 
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collection and analysis of data” (Northey 2002:34). The  behaviour under examination in my 
research centers on processes for more effectively addressing the learning of new skills by health-
care managers. Thus, my research hypothesis was:  
That health-care managers, facing recurring organizational 
change, fiscal constraint, increased management demands and 
growing  health industry complexity, need new educational 
options  which are more responsive and flexible in meeting their 
lifelong learning needs.  
Given this hypothesis, the key research questions are as follows: 
 How might recent changes in the health industry have affected the learning needs and 
priorities of health-care managers?  
 What factors might hinder attempts to meet any learning needs and priorities of health-care 
managers?  
 What benefits might e-learning provide in overcoming hindrances to effective health 
management education?  
The research objectives  which follow from this hypothesis and research questions are:  
 To show how health reform in British Columbia has created new skill demands for health-
care managers;  
 To identify the learning challenges of today’s health-care managers; and  
 To consider whether some forms of e-learning may best meet the learning needs of health-
care managers. 
The research methods were designed to address these research questions and objectives. 
The research methods (i.e. a web-based survey and interviews) were designed to meet the 
ethical guidelines for research prescribed by the university. The three ethical issues in my research 
were: protecting the rights of participants; making sure participants were fully informed; and 
protecting the privacy of participants. According to Trochim, the principle of voluntary 
participation require that “people not be coerced into participating in research” (Trochim 2002:1). 
In my research survey and interviews all participants were given the option of declining to 
participate. The survey participants could decline the offer of participating by not accessing the 
web-based survey. Interviewees could also decline to be interviewed. Through these arrangements 
the ethical principle that all participation was voluntary was met.  
Closely linked to voluntary participation is the requirement for informed consent, described as 
follows by Trochim: “prospective research participants must be fully informed about the 
Chapter Five: Methodology  123 
procedures and risks involved in research and must give their consent to participate” (Trochim 
2002:1). For my research this meant that survey and  interview participants, were informed as to 
what my research was about, their time commitment, how the data would be used and how to 
contact me should they have any questions. In the survey, this information was included in all the 
e-mail communications and repeated on the first screen of the web-based survey. An e-mail 
consent form containing the same information was sent to each interviewee. In addition, the 
purpose of my research was officially communicated by letter to each of the health authority 
Chief Executive Officers who in turn communicated this information to their senior human 
resource and/or education managers.     
With regard to research privacy, Trochim identified two standards: “confidentiality which 
assures the participants that identifying information will not be made available to anyone who is 
not directly involved in the study and, anonymity, a stricter standard, which essentially means that 
the participant will remain anonymous throughout the study, even to the researcher” (Trochim 
2002:1). My research held to the stricter standard by assuring participant anonymity using several 
procedures. First, participant’s names were not known in advance of the research since all six 
health authorities had a policy which restricted access to group management e-mail addresses. 
Thus any contact with the health-care managers had to be arranged through a health authority 
representative, assuring participant anonymity prior and during the survey. Second, survey 
participants were informed in their e-mail invitation and in the first screen of the Web-based 
survey of the anonymous nature of the survey. The only identifier in the survey was the health 
authority through  the participant’s work mailing address. Anonymity was addressed in a different 
way with those interviewed. It was agreed at the outset that the thesis would contain no direct 
interviewee quotes. They did agree to have their names listed in the appendix.   
Throughout the research, all precautions were taken to ensure that the process was conducted in 
a professional manner. In  my earliest contact with the health authorities, copies of my Curtin 
University of Technology research proposal and ethical approval were circulated for their review.  
Two health authorities (Vancouver Island Health Authority and the Northern Health Authority) 
had their own ethical research committees and required a further submission of forms and 
additional information prior to approving the research. Vancouver Island Health Authority Ethics 
Committee provided a written ethical approval. The Northern Health Authority Ethics Committee 
indicated the survey did not require their approval and the decision was left to the senior manager 
of  human resources who agreed to proceed.  
My research was strengthened by my adherence to these ethical norms, the public’s trust 
ensured, and  I was able to address a number of fundamental ethical principles identified by 
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Resnik. The principle of promoting the aims of research ( e.g. knowledge, truth, and avoidance of 
error) by assuring quality in my data collection. The principle of promoting values that are 
essential to collaborative work (e.g. trust, accountability, mutual respect and fairness) by adhering 
to the guidelines for authorship, copyright, and confidentiality. The principle of  ensuring that 
researchers are accountable to the public, whether or not they receive public funding, and by 
making sure that the findings of my survey were checked by health industry stakeholders. The 
principle of helping to build public support for research by making sure the quality and integrity 
of the research were addressed. Finally, the principle of promoting a variety of other moral and 
social values (e.g. social responsibility, human rights, and compliance with the law) by making 
sure my research adhered to safety guidelines for all participants (Resnik 2001:1 & 2). These 
ethical guidelines enabled me to obtain valuable research information while safeguarding the 
interests and rights of participants. Having established the parameters of my research, the material 
in the rest of the chapter will show how the research methods were incorporated in establishing 
the structure and data collection for my research.  
5.2 Case Study   
The methodology used in this research is best described as a case study, where the health-care 
managers of British Columbia are defined as the case. This specific case consists of a multiplicity 
of factors which have interacted to produce the unique character of these managers, their current 
working environment, and the changed real-life situation (e.g. health reform demands  new 
skills).To date, the intervention being investigated (e.g. e-learning) has had limited use by  these 
health-care managers and this may make outcome analysis more challenging. My research 
involves people working within their regular environment. All health-care managers in this study 
were currently employed in the health industry at the time of the study. The ‘unit’ for the case 
study data is the health care  manager in a designated management position within any one of the 
six health authorities in the province. Since there is no evidence that these combinations of 
variables (i.e. health reform, new management skill demands and e-learning) have been studied in 
recent years, this study will add to the body of knowledge on the effects of  health-industry reform 
on managers and management education.   
A multi-modal case study (2003:1) was chosen to address the objectives of my research, a 
method best suited for studying a complex system because it allowed me to capture the views of a 
number of managers. The multi-modal design, illustrated in Figure 5.1, involved data being 
collected through four sources: quantitative data through a web-based survey (Dataset #1), 
qualitative data through the same survey (Dataset #2), qualitative data through senior health-care 
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manager interviews (Dataset #3), and qualitative data through health industry stakeholders follow-
up meetings (Dataset #4).   
 
 
 
 
 
 
 
 
Figure 5.1: Four Dataset Sources 
The case study method has sometimes been criticized on the grounds that generalizations made 
from the findings may not be widely applicable to real life. However, Stake argues that a more 
intuitive, empirically grounded generalization can be achieved based on the harmonious 
relationship between the reader’s experiences and the case study itself. Stake expected that the 
data generated by case studies would often resonate experientially with a broad cross-section of 
readers, thereby facilitating a greater understanding of the phenomenon (cited by Tellis 1997:2). It 
is the intent of my research that the data generated by the case study method will be of interest to 
a broad section of health-care leaders interested in knowing the effects of  health reform on the 
skill needs of  health-care managers and on how education may be delivered differently.  
Selecting a case-study methodology seemed to best fit my research objectives. According to 
Tellis, case studies have been used extensively in government, evaluation situations (i.e  
community-based prevention programs), education and  in sociological studies (Tellis 1997:1 to 
4). My research addresses three of these categories, education, sociology (i.e. the working 
environment) and government (i.e. the primary health industry funding agency). Haigh states that 
case studies are the preferred strategy  when ‘how’, ‘what’, and ‘why’ questions are being asked; 
when the researcher has little control over the event; when the research is being carried out in a 
real life context or when a researcher needs to reveal the multiplicity of factors which have 
interacted to produce the unique character of the entity that is the subject of study. Haigh also 
found that case studies may involve description, explanation, evaluation and prediction (Haigh 
n.d.:1). My research complies well with these characteristics as the research questions address the  
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‘how’, and ‘what’.  The researcher has little control in the selection of education strategies for 
health-care managers except by way of advice and/or recommendations to policymakers, and this 
research involves a real life situation where descriptions and explanations are prominent. In 
addressing the applications for a case study model used by Tellis, my research attempts to explain 
the complex causal links in real-life interventions between the health-care managers and the 
health industry; the links between education options and the  current learning needs of such 
managers;  and identifying a new path in addressing these learning needs (Tellis 1997:2).        
Thus, the multi-modal case study method is appropriate to my research because the research 
questions posed were of the ‘how’ and ‘what’ nature; the focus of  my research is on 
contemporary as opposed to historical events, and there was only a limited control over actual 
behavioural events. To address the research questions a mixed, quantitative and qualitative, 
approach was used which allowed greater depth in data collection on the research topic. A survey 
was chosen as the best means of contacting a large population in diverse places. More in-depth 
interviews and discussions were carried out to enhance the qualitative data. An analysis was then 
carried out on the three datasets (survey, interviews and survey report discussions) to provide 
triangulation of the research data. The following material provides more detail on these three data 
collection strategies.    
5.3 Quantitative/qualitative survey data (Datasets #1 and #2)    
    The primary data collection for this research was through a web-based survey (Refer to Appendix 
E) that permitted a fast and inexpensive means of gathering information from a large number of 
health-care managers located over a substantial geographic area. The web-based format was a less 
intrusive survey option and easily addressed the time limits (i.e. no more than thirty minutes) of 
participant time stipulated by senior health-authority managers in supporting my study. The 
advantages of web-based surveys over paper surveys are as follows: paper, postage, mail out, and 
data entry costs are almost completely eliminated; the time required for the implementation is 
reduced; the cost of surveying additional respondents is much less; and reminders and follow-up 
are relatively easy and data from web-based surveys can be easily imported into data entry 
analysis computer programs (Archer 2003:1). Pocknee and Robbie agree with these advantages 
and add shorter development time, data entry accuracy, projectability and complex data gathering 
at source (Pocknee and Robbie 2002:2).    
The limitations of web-based surveys identified by Archer and Solomon did not apply to my 
research in every way. The lack of computers and  computer literacy in the general population 
would not apply to health-care managers as throughout the industry computers have become a 
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basic tool for communications and work. Different screen configurations were not only tested 
several times in the survey preparation but the health industry maintains basic computer hardware 
and software capability, even if, in some instances, it may be outdated. Also being in touch 
regularly with the health authorities, I was familiar with their computer capability and planned for 
a simple web-based survey format. Obtaining e-mail addresses from the general population would 
be a problem but in this research access to the health-care managers’ e-mail addresses  was 
arranged through the health authorities. However, the final limitation that, “ the decision not to 
respond is likely made more quickly” (Archer 2003:2); (Solomon 2001:2) could be a possibility 
but this is difficult to assess. In the end, I believe every practical step was considered for the 
effective use of a web-based survey method.    
My research was well suited to survey methods. Northey indicates that “surveys are the most 
common type of quantitative research in social science, as their purpose is to generalize about the 
relationships among variables in a population” (Northey 2002:68). Since there had been no 
evidence of any recent research on my topic, it was important to contact as many health-care 
managers as possible for their opinions. My choice of a survey for my research complied with the 
descriptions provided by both Judd, Smith et al and Ferber, Sheatsley et al.  Judd, Smith et al. 
state that:  
Quasi-experimental and survey research designs are the methods 
of choice either when establishing causality is not a primary 
concern in the research, or when we simply cannot manipulate 
independent variables of interest.  In the former case we may 
simply be interested in documenting the distribution of some 
variable of interest in some population. We may also be 
interested in establishing whether or not two variables are 
related, regardless of whether that relationship is causal. For 
these sorts of goals, survey and quasi-experimental designs are 
perfectly suitable  (Judd, Smith et al. 1991:126).   
Whereas, Ferber, Sheatsley et al. describe a survey as “any observation or investigation of the 
facts about a situation” and notes that it is often used to describe a method of gathering 
information from a  ‘sample’ in order to learn something about the larger population (Ferber, 
Sheatsley et al. 1994:3). Usually surveys gather information on a small sample of a larger 
population. My research sample represented a portion of the total number of health-care managers 
in British Columbia. Ferber, Sheatsley et al. indicate that the intent of the survey “is not to 
describe the particular individuals who by chance are part of the sample, but to obtain a statistical 
profile of the population”. My research was intended to obtain a statistical profile of the health-
care managers as a group. Ferber, Sheatsley et al., also indicate that a survey could be described 
according to its size and type of sample and/or its delivery mechanism such as by mail, telephone, 
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personal interview or web-based ”(Ferber, Sheatsley et al. 1994:3). My research was to contact 
two thousand, nine hundred and thirty health-care managers and it was web-based. Support for 
my research and the survey was obtained from the Chief Executive Officers of the six health 
authorities in the province of British Columbia.  
5.3.1  Survey ideas and concepts 
In keeping with the hypothesis of my research, the overall objectives of the web-based survey 
were to identify current management educational competencies, and to obtain the views of health-
care managers on e-learning. In addressing the first objective my intent was to identify the current 
competencies of health-care managers, where they had acquired such competencies, the problems 
with acquiring new competencies and to have the managers identify their most urgent training 
needs. The first task was to create a list of familiar competencies. To achieve this, I reviewed a 
number of management competencies lists. These lists were identified in Chapter 3 and are 
compared in Appendix B. There were thirty-eight competencies in the initial list but early paper-
survey testing found that this list was too large. To streamline the list down to fourteen 
competencies (i.e. the final survey list) duplicate variables were deleted and others combined. 
This list of fourteen competencies was then checked with a number of health-care managers. It 
was agreed that the shorter list would be  familiar competencies to most health-care managers. 
The final list of fourteen competencies for the survey was as follows:   
 Evidence-based management  
 Use of statistics  
 Communication and information technology use  
 Governance and policy development  
 Leadership skills  
 Conflict management  
 Change and complexity  
 Evaluating management plans  
 Environmental and risk management  
 Quality improvement  
 Human resource management  
 Financial analysis  
 Project management  
 Contract management  
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This final competency list consisted of familiar management competencies found in the literature. 
Knowing that competency lists for health-care managers are constantly being redefined, the 
findings of this study will be a profile ‘in time’.  
In addressing the second objective the questions were designed to focus on the health-care 
manager’s views on traditional and distance/e-learning. My intent here was to find out how many 
health-care managers were already familiar with distance and/or e-learning, their views on face-
to-face learning, their opinions with regard to e-learning and whether they would choose             
e-learning should more options become available. A number of general education questions were 
included which focused on soliciting the managers’ views on academic credit, their personal 
assessment of their computer/Internet skills for e-learning, and whether they thought health 
reform had changed their lifelong learning needs.  
A number of tests were carried out on both the paper and web-based surveys to assess the 
survey content and completion time. As a result of these tests, further streamlining of the survey 
instrument was carried out. The twenty-minute timeframe was considered workable since each 
participant was not expected to answer all questions. It also provided room for participants to 
complete the open-ended questions. The time factor meant that the twenty-five survey questions 
had to be well focused. To further aid the participants, survey access codes were hidden allowing 
each participant direct access to the survey once he/she clicked onto the e-mail, web-site address.  
My survey was designed to gather information on the two main themes of management 
competency and education delivery, while being sensitive to the participant’s work demands and 
health authority stipulations. Efforts were made to ensure that answering the survey was quick 
and easy by delivering the survey instrument directly to the managers’ workstation computer. By 
encouraging their managers to participate the health authorities facilitated the process of both 
contacting the managers and supporting my research.   
5.3.2  Survey format and structure 
A Perseus SurveySolutions XP-Professional computer program was used to create the web-based 
survey. This software was selected after investigating a number of survey programs available on 
the Internet. One advantage of this program was that the survey process could be handled in a 
word-processing environment. The web-based format allowed for a totally electronic survey 
process using e-mail communications and a designated survey web site.   
My survey question design took into account the following combinations: single and table 
format, button and drop-down boxes, coding (in one instance) to restrict the number of answers, 
and closed and open-ended questions. The closed questions were both dichotomous (yes/no), 
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multiple choice and rating scale. Four open-ended questions were intended to explore the 
qualitative, in-depth aspects of a particular topic. The design flowed from broad general interest 
questions, to more specific questions and back again to general questions. The simplicity of the 
design was intended to accommodate a variety of computer software and hardware programs. 
Guidelines of the American Statistical Association were used in designing the survey. The twenty-
five survey questions were structured as follows. Questions 1 to 7 sought  demographics 
information such as: the health authority,  worksite mailing code, management level, age group, 
gender and educational background. Question 8 sought information on the most recent 
management education to determine if health-care managers were able to access such education in 
the last four years. Questions 9 to 13 sought information on current management competencies by 
asking respondents where they acquired their competency training, rating their competencies, 
identifying three priority competency learning needs, and explaining why current education 
opportunities were not meeting their management needs. Questions 14 to 20 sought information 
on classroom, distance and e-learning. Question 21 asked respondents to compare classroom 
(face-to-face) learning, distance paper-delivered learning, and e-learning against thirteen 
variables. Questions 22 and 23 explored the need for academic credit for professional experience 
and other educational programs. Question 24 asked respondents to identify ways in which their 
educational needs had changed due to health reform. Question 25 was an open-ended question for 
additional comments on health management education. The format and structure of the survey 
instrument was intended to provide the participant with an easy-flowing mixture of questions 
focused on the research hypothesis and objectives.  
5.3.3  Survey sample, distribution and response 
As noted in chapter 3, data is not regularly collected on health-care managers in British Columbia 
or in Canada  which presents some difficulties in determining the representativeness in my 
survey.  The estimated population of health-care managers in British Columbia is about 3500 to 
4000.  For my research, the health authorities identified two thousand, nine hundred and thirty 
managers  who could be easily recruited for my study.  The number of health-care managers 
contacted along with the percentage of response by health authority is presented in Table 5.1.   
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Table 5.1:  Survey Participant Sample and Response by Health Authority 
 
A graphical demonstration of the ratio between the surveys distributed and response rate can be 
found in Figure 5.2.  
 
 
 
 
 
 
 
 
 
 
Figure 5.2: Ratio of Respondents to Surveys Distributed to each Health Authority 
The representativeness of the response to my survey will be addressed later in this section and 
again in chapter six. With regard to the sample size, Ferber states that “the  sample size required 
for a survey depends on the reliability needed which, in turn, depends on how the results will be 
used”. Whereas, Fitzgerald states that the adequacy of a sample is determined not by its size but 
by the decisions the researcher can make by using the information gathered from the sample 
(Ferber, Sheatsley et al. 1994; Fitzgerald 1999:1). The two thousand, nine hundred and thirty 
health-care managers designated to receive my survey were considered a sufficient sample of 
health-care managers in the health industry of British Columbia.  
It was agreed that the web-based survey would go to managers in non-union, dedicated 
management positions (i.e. those with management position titles) within each health authority. 
Health Authority Respondents Surveys Percent
Vancouver Coastal 64 1200 5%
Vancouver Island 111 300 37%
Fraser 92 230 40%
Interior 101 600 17%
Northern 12 300 4%
Provincial Services 78 300 26%
TOTAL 458 2930 16%
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The selection of non-union managers provided access to the largest number of health industry 
managers. The only group of health-care managers not included in this e-mail distribution system 
were a number of registered nurses who were also managers. In British Columbia some registered 
nurses who are in management positions are also in the bargaining unit for registered nurses. 
These unionized nursing managers are usually not in the health authority non-union management 
group e-mailing system. The health authorities vary in how they address this small group of 
managers, some have a separate e-mail system while others include them in the general nursing 
communication system. This exclusion did not mean that registered nurses who were also 
managers were not included in my survey. Registered nurses can be found in non-union 
management positions and, thus, were included in the survey. Registered nurses were also 
participants in the senior management interviews, in the test/retest process, and in other testing of 
the survey instrument. In addition, the qualitative comments from the survey indicate that nursing 
managers were well represented.   
Another issue with regard to processing the survey through the health authority e-mail system 
was that two of the largest health authorities (i.e. Vancouver Coastal Health Authority and the 
Provincial Services Health Authority) did not have a management group e-mail system in place at 
the time of the study. The problem with the lack of a single management e-mail system in the two 
largest health authorities meant that the survey participants had to be contacted through individual 
health care institutions (i.e. hospitals and/or long-term care facilities) which added another 
complexity to the survey process. As the health authorities were making every effort to 
accommodate my research, access to their internal e-mail systems was accepted with the 
understanding that these systems were not ideal. According to Northey, this type of  research 
sampling could be considered ‘availability sampling’ because it consists of selecting respondents 
who are available to a researcher (Northey 2002:72).  
My original plan was to administer the survey during May and June of 2004, preceding  the 
annual July to September summer vacation period in British Columbia. Two health authorities 
were to be surveyed at a time within a 10-day cycle. This 10-day cycle included the  initial e-mail 
invitation and one reminder. This was in keeping with Archer’s recommendation of a shorter time  
(usually 8-10 working days) cycle from notice and reminder(s) with web-based surveys (Archer 
2003:2). The health authorities in this early plan agreed to only one survey reminder.  
However, my original plan was derailed when a two-week provincial health industry strike 
occurred in early May, just as my survey was about to start. Once the strike was over, a new 
schedule had to be negotiated. My decision to press on  with the survey was supported by the 
health authorities as the next available opportunity would not occur until well into the Fall. The 
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survey was implemented during an eight week period from the end of May to the second week of 
July. The 10-day cycle was maintained with pairs of health authorities being surveyed at one time. 
In this rescheduling, three health authorities agreed to a second reminder which was administered  
in mid-July. When all six health authorities had completed the survey, the data was transferred 
from the dedicated survey web-site and stored on my computer and CD copies archived.  
The survey implementation process is illustrated in Figure 5.3 on the next page. The actual 
survey process consisted of the following steps: My survey e-mail invitation was sent to each 
health authority representative containing a description of the research, a consent and 
confidentiality statement, time commitment, and the survey web-site address. The health authority 
representative added his/her supportive comment to the e-mail before sending it along to their 
managers. This combining of an e-mail cover letter  with the survey invitation is supported by 
Solomon, who states:  
Combining an e-mail “cover letter” as a means of contacting 
sampled people with the use of an HTML form for data 
collection provides an especially effective and efficient approach 
to Internet surveying (Solomon 2001:2).  
In addition, the e-mail invitation and reminder messages were kept short which was also 
recommended by Archer (Archer 2003:2).  Once each manager clicked onto the web-site address, 
he/she had immediate access to the survey. The reminder e-mail invitations followed the same 
format. Once the manager submitted his/her response it was stored on a dedicated web site until 
all surveys were completed. No individual names were recorded with each submission. At the 
completion of the survey, the data was e-mailed to my computer by the web site administrator. 
Once the survey was completed a thank you was then sent to all managers using the same format. 
The entire survey process was electronic which avoided possible human error with manually 
entering data into a computer.   
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Researcher      Health Authorities            Managers   Web site 
 
 
 
 
 
 
 
 
 
Figure 5.3: Web-based Survey Implementation Process 
The response rate, defined as “the percentage of respondents in the initial sample from whom 
complete responses were received” (Judd, Smith et al. 1991:216), for this study  was 15.6 percent 
(i.e. four hundred and fifty-eight). The representatives of the two largest health authorities (i.e. 
Vancouver Coastal Health Authority and the Provincial Services Health Authority) were 
disappointed in the low response rate from their health authorities as they had made an extra effort 
to get the support of their managers.  
Given that statistical data is not maintained on health-care managers, it is difficult to assess 
whether or not the sample of four hundred and fifty-eight was representative of the health-care 
population. While the survey may be regarded as being provincial and representative, the response 
was mainly from four of the health authorities. As will be shown in chapter six, all management 
levels were represented with the  majority of respondents coming from frontline female managers 
working in urban locations in the province. Representation did include those with varying 
management responsibilities (i.e. clinical, technical and administrative).  Since health-care 
managers in the health industry of British Columbia work under similar, and often identical rules, 
policies and organizational structure, it might be concurred that the four hundred and fifty-eight 
respondents were a representative group. While the number of responses was much less than 
anticipated, the percentage breakdown by management level, noted in Table 5.2 is  representative 
of a  reformed industry where there are fewer managers at the executive and regional management 
level and more at the frontlines.   
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Table 5.2: Management Level of Survey Respondents 
 
The 2000 CCHSE study of Chief Executive Officers (CEO), which focused on only one level of 
health industry management, might be helpful as a comparison. In determining whether the 
CCHSE survey sample was representative, the researchers compared the sample against the 
CCHSE database of members where the membership record indicated a CEO-level position. Bias 
in the CCHSE database was acknowledged in that it had a high proportion of members from 
Ontario (one province of Canada). Nevertheless, of the 108 responses (out of a population of 336) 
87% were male and 12% were females. In comparing the CCHSE survey sample with their 
database information, the  researchers concluded that their survey sample “had under represented 
women in CEO roles”(Armstrong, Brunelle et al. 2000:3). The gender breakdown by management 
level in my survey is presented in  Table 5.3.  
Table 5.3: Management Level of Respondents by Gender 
  
This table shows that the majority of respondents in my survey were female (73%), with females 
outnumbering the males in all three levels of management. At the Executive (i.e. CEO) 
management level, females were 59% compared to males at 41%. At the regional management 
level females were 53% to males at 46%. At the program (i.e. frontline) management level 
females were 78% to males at 21%. In summary, my survey may be biased towards females. 
In addition to the gender bias, the survey may also have an urban bias as shown in Table 5.4.  
 
 
 
Management Level Count Percent
Executive 22 5%
Regional 96 21%
Program/Unit 273 60%
Other 67 15%
No Response 0 0%
TOTAL 458 100%
Management Level Male Female TOTAL
Executive 9 13 22
Regional 45 51 96
Program/Unit 58 215 273
Other 13 54 67
TOTAL 125 333 458
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Table 5.4: Urban/Non-urban Location of Respondents 
 
This table shows that 95% of respondents worked in an urban area of the province which indicates 
that in addition to a female bias, my survey may also have an urban bias.   
The argument that people who are more affected by change will more likely respond to the 
survey  on change and learning is a reasonable one. This might mean that those health-care 
managers who made the effort to complete the survey were highly motivated considering their 
workload following a provincial health industry strike. While this may be true, the quantitative 
and qualitative data from the  survey  were supported in interviews with  senior health-care 
managers and follow-up meetings with health industry stakeholders, which tends to ameliorate 
this argument. Since the survey, interviews and stakeholder meetings involved about five hundred 
health-care mangers, the findings of this study may be regarded as a reasonable picture of the 
views of health-care managers at a point in time.  
Survey response rates have been addressed by a number of writers. While a rule of thumb for 
surveys is that a fifty percent response is preferable, MacLachlan argues that it is clear that some 
potentially valuable information can be gained from surveys with response rates of ten percent to 
thirty percent(MacLachlan 2000:1) I suggest that the 15.6 percent response rate for this survey is 
sufficient to provide valuable information in that it presents, for the first time, the views of health-
care managers on their skill needs and e-learning following over a decade of health reform. 
Possible reasons for the response rate in my study will now be reviewed.  
It was first important to ask whether the electronic nature of the survey presented any barriers 
to the participants. Solomon cited several studies which found that the response rates for Internet 
surveys were lower than equivalent mail surveys and, that this lower rate did not show any pattern 
as to gender, age or education level (Solomon 2001:3). According to Bosnjak and Titen increased 
drop-out rates for web-based surveys occur when open-ended questions or questions arranged in 
tables are used  (Bosnjak and Titen 2001:3) a format used in my survey. In the testing of the 
survey neither the open-ended questions nor the tables appeared to be a problem. In fact, the 
open-ended questions were regarded as a plus. The same authors indicate that download time 
could be a negative factor for some respondents (Bosnjak and Titen 2001:3). Again, the download 
Respondents
Percent of
Respondents
Rural 22 5%
Urban 418 91%
No Response 18 4%
Total 458 100%
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time for my survey was checked several times with different computers and different managers 
and did not appear to be a problem. Another issue identified by these authors is that the 
commonly used techniques in web surveys may alienate respondents who are uncomfortable with 
the Web (e.g. as pull-down menus, unclear instructions on how to fill out the questionnaire, and 
the absence of navigational aids) (Bosnjak and Titen 2001:3). Pull-down menus were used in this 
survey although at no time in testing the survey did any manager indicate this was a problem. 
Further clarification was sought on one question by one respondent and this was resolved by an e-
mail. The order of topics in a web survey was another issue, with a significantly lower response 
rate noted when socio-demographic data was requested at the beginning of the survey rather than 
at the end (Bosnjak and Titen 2001:3). In my survey the socio-demographic information was 
placed at the beginning on the assumption that if left to the end this essential data might not be 
completed.    
There were six occasions respondents reported technological problems. The type of issues 
identified were:  
 the  participant’s computer firewall blocked access to the survey,  
 the computer froze when the participant tried to submit his/her response, and  
 the participant could not reenter and complete the survey when called away from 
his/her computer.  
Most problems were resolved by sending another survey e-mail to the participant. The firewall 
issues was referred to the Information Technology department of the health authority concerned.  
Since surveys can be electronically delivered by two routes, web-based and e-mail, I decided to 
explore whether e-mail survey studies may have something to say about my survey. Yun and 
Trumbo report that the overall response rates for e-mail surveys are known to be somewhat lower 
than paper and pencil surveys (Yun and Trumbo 2000:3). Whereas, Sheehan, who reviewed 
thirty-one e-mail survey studies from 1986 to 2000, found that “some e-mail surveys did better 
than mail surveys, some did worse, and some  were statistically in a dead heat”. Her most 
interesting finding, was that in the past fifteen years response rates have been declining for all 
types of surveys. Some speculate this is due to the United States population being over-surveyed. 
To explain this trend, she suggested that early e-mail surveys were limited to survey populations 
with high rates of computer use, such as universities, business, larger organizations, and 
purchasers of computer equipment. This decreasing trend was also noted in a United States 
federal government statistical paper. Sheehan states that with the minimal adoption of e-mail 
surveying to date, combined with falling response rates, there is a less than promising future for e-
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mail surveys. She expects response rates to e-mail surveys will continue to decrease (Sheehan 
2001; Petroni, Sigman et al. 2004:9). Thus, while the over-surveyed response pattern may be a 
contributing factor, the outcome information for e-mail surveys did not contribute a great deal to 
the reason for my response rate.  
With regard to survey response rates in general, Sheehan notes other potential factors as: survey 
length, design issues, respondent contacts,  issue salience, research affiliation and compensation 
(Sheehan 2001:3). With regard to the survey length and design, the survey was held to twenty-
five questions taking about twenty minutes to complete. Sheehan found that the mean number of 
e-mail survey questions was 42.3 (i.e. a range from a low of 5 to a high of 94). My survey of 
twenty-five questions is well below this mean. With regard to respondent contact, a pre-
notification was planned which each health authority representatives was to send to their 
managers. As noted above, the health authority representative also agreed to add their supporting 
comments to each survey e-mail sent to their managers. Since the literature shows that more than 
two reminders do not necessarily produce better response rates(1997:9);(Solomon 2001:3), the 
respondent contact in my survey appeared to be adequate. The salience or timeliness of the topic 
was commented upon by the survey respondents in their written responses and reinforced later 
during discussions with health industry stakeholders. This topic is currently a priority within the 
health industry. Research affiliation was a positive feature of this survey as respondents felt their 
replies would be reviewed by an outside researcher. Compensation did exist for the health 
authority in that they were given a separate survey report for their support of my research. In 
summary, most of the general survey features noted by Sheehan as affecting response rate were 
addressed in my survey.   
Another issue with all surveys is the volunteer factor. Northey states that the volunteer 
respondent factor in surveys differs from respondents selected by more random means (Northey 
2002:73) and this affects the response rate. While senior health authority management encouraged 
their managers to participate in my research, each individual manager volunteered to complete the 
survey, a decision made against a list of other pressing priorities exacerbated by a provincial 
health strike.  
To explain the high level of non-response in organizational surveys Tomaskovic-Devey has 
pointed out, that while informants in organizational surveys are individuals, the organizations are 
not, and attempts to improve survey methodology must deal with the differences. According to 
this writer, organizations are differentiated, hierarchical and have routinized behavioural patterns. 
An organizational respondent will respond to a survey request as a function of their authority to 
respond, capacity to respond, and motive to respond which may either enhance or erode the 
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probability of survey response. Tomaskovic-Devey states that organizational complexity, both 
vertical and horizontal, can be an important influence on both the authority and capacity to 
respond. The vertical component includes the growth of hierarchy and attendant centralization of 
decision-making authority (e.g. the mega-health regions) and the horizontal component (e.g. new 
affiliations and amalgamations) can produce a fragmentation of knowledge about the whole firm. 
Both knowledge and authority may be so diffuse as to make it quite difficult for even moderately 
complex surveys to be completed (Tomaskovic-Devey, Leiter et al. 1994:2). This argument would 
need further study but there are elements which may have some bearing on the response rate of 
my survey, i.e. a newly reorganized health industry with many managers in relatively new 
positions. The relative newness of their positions may have inhibited some managers in taking a 
risk, as they saw it, in stating their education needs in a survey.  
    Irrespective of the above arguments on web-based or general survey response rates, I believe 
the main contributing factors to the non-response for my survey were the provincial health strike, 
and the lack of group e-mailing systems in two of the largest health authorities. The question of 
non-response remains an issue, as a high rate of non-response creates the potential for large 
statistical bias. The underlying concern is whether these non-respondents differ significantly from 
respondents. I would argue that the four hundred and fifty-eight responses do constitute a 
representative sample of health-care managers and their views do provide valuable insight into 
topics under investigation.  
The material in this section has shown that the web-based survey was chosen as a cost effective 
and technically suitable means of contacting a large number of health-care managers. The web-
based format addressed the time limitation set by the health authorities and provided the least 
intrusive research strategy. Implementation of the survey flowed electronically from my computer 
through health authority group e-mail systems to the health-care managers. In accessing the web-
site the participant had direct admission to the survey. The same implementation process was used 
with the invitation and reminders. Every effort was made to facilitate the web-based survey 
process but could not overcome industry complexities created by a provincial health strike. The 
health industry stakeholders considered the 15.6 percent response rate as more than adequate in 
light of the circumstances.  
5.4 Qualitative interview data (Dataset #3) 
The case study used in this research also involved interviews with thirteen senior health-care 
managers (Refer to Appendix F). Five additional interviews were held with senior health-care 
managers involved in management education in the health authorities. The data collected from the 
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five interviews was used in chapter four. This section refers mainly to the interviews with thirteen 
senior health-care managers who were contacted to provide qualitative data in support of the data 
collected in the survey.  
A telephone interview method was selected for these senior health-care managers in order to, 
once again, contact managers throughout the province, as well as for its convenience and 
flexibility in accommodating busy schedules. My primary purpose in using telephone interviews 
was to gain qualitative data. The questions in these interviews (Refer to Appendix G) were 
intended to reinforce the survey objectives plus seek information on other related topics such as: 
how health-care managers were coping with health reform, the educational needs of new 
managers, whether new management credentials were needed, what management priorities were 
expected in the near future, and to discover whether any new educational strategies were being 
considered for managers. With many of these senior managers having experienced health reform 
for over a decade, their views on how to address the new skill demands of managers were critical 
to my research. In the end, the qualitative information obtained through these interviews was 
strengthened by the quality and quantity of written comments provided by the survey participants. 
This qualitative information reinforced and expanded the survey data and contributed to the 
achievement of my research objectives.   
Supporting the interview method, Tellis states that interviews are one of the most important 
sources of case study information and can take several forms: open-ended, focused, or structured.  
In an open-ended interview, the researcher asks for the informant’s opinion on events or facts. In 
a focused interview, the respondent is interviewed for a short time, and the questions asked could 
come from case study protocol. The structured interview is particularly useful in large studies 
where a formal survey is required (Tellis 1997:7). My interview method was both open-ended and 
focused. The telephone interview strategy consisted of a number of open-ended questions 
designed to focus discussions and enhance the survey data. The intent was to solicit further 
information or examples of what was happening in the working environment and how the 
interviewee envisioned the future of management education. I conducted all interviews myself 
because knowing the health industry and knowing the management education focus of my 
research, I could respond quickly to the information arising during the interview.  
Judd, Smith et al. suggest that the most important advantage of telephone interviews is that it 
permits a high response rate. This was the case in my study as thirteen of fifteen managers 
contacted did find the time for an interview. Besides the high response rate, Judd, Smith et al. 
consider the advantages of telephone interviews as being that any misunderstandings can be 
corrected, respondents can be motivated, and/or more details can be probed when answers are 
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vague. The disadvantages of telephone interviews, according to these authors, are: interviewer 
effects are possible, there is an inability to use drawings, maps or other visual aids, and there are 
no visual cues (Judd, Smith et al. 1991:218 to 221). In my research, since both the researcher and 
interviewee were familiar with health reform in British Columbia there was little 
misunderstanding on the topic and visual aids were not required. To provide more information on 
the interview method this section has two sub-topics: interview format and structure and interview 
sample and response.     
5.4.1  Interview format and structure 
In my initial telephone call to the interviewee, I provided information on my research, e-mailed a 
consent form and booked the interview. These thirteen telephone interviews were conducted over 
a period of eight weeks with calls ranging from thirty to sixty minutes depending on the 
individual’s schedule.  Judd, Smith et al. state that “telephone interviews do not impose strict 
limits on interview length, although they generally do not extend much over an hour” (Judd, 
Smith et al. 1991:219). By providing the general questions in advance each participant was well 
prepared for the interview which maximized interview time. Every effort was made to develop an 
atmosphere that fostered trust and ease in the interview process.  
The telephone interview strategy followed a similar pattern with each interviewee. In this 
setting it was expected that the responses would vary depending on the management level of the 
individual. The questions in this interview strategy were created to stimulate discussion and as 
anticipated, sometimes the respondent concentrated on one question more than another. The 
interview questions were structured to coincide and expand on the survey questions by exploring 
with the  interviewees their perspective on the topics and to provide, in their own area, examples 
of  the issues and barriers they were encountering with regard to health management education.    
5.4.2  Interview sample and response 
The thirteen health-care managers were mostly corporate and/or senior managers in government 
and/or health authorities in British Columbia. Because of their senior status it was unlikely they 
would be participating in my general survey.  The interview participants were either known to 
myself or their names provided by others in the health industry.   
All interviewees were generous in their responses with some providing examples of the current 
management issues which they were facing. For instance, one senior manager took time to 
describe her difficulties in trying to deal with various health delivery sites in which older 
managers resisted using computers but were highly proficient in their professional work  while 
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younger managers with good computer skills were less able to produce readable reports. Her 
dilemma was trying to identify a management education strategy  which would address both 
groups and produce the outcomes needed to improve health service delivery in her department. 
There was no hesitation by any of the interviewees in answering any of the questions and in 
several instances they noted their regret at not having more time for further discussion. Following 
each interview a thank you was e-mailed to each interviewee. After each call, the data was 
immediately  recorded by myself into a Word document arranging the responses according to the 
thirteen questions.     
The information in this section shows that the interview strategy for my research was designed 
to correspond with the survey data collection and to provide more qualitative input to the topics of 
management competency and learning delivery options. The interviews provided more practical 
examples of the actual working environment and learning needs of managers, gave more detail to 
the learning issues and barriers, and provided information on current and future trends and skill 
demands in the industry. The quality of this information added to the written comments in the 
open-ended survey questions enhancing the qualitative data of my research. These eighteen 
interviews were valuable additions to my data collection in addressing the hypothesis and 
research objectives of my research.    
5.5 Health industry stakeholder feedback (Dataset #4) 
As noted in chapter three, current research data on health industry management is limited, and 
practically nonexistent on health management education. As an incentive to the health authorities 
for their participation in my study, I agreed to provide them  with a report on the survey findings.  
This, following the completion of the survey, data was compiled and submitted to the health 
authorities in the form of an eighty-page report. This crucial part of my research served two 
purposes: it provided the health authorities with the most current research data and personal 
comments from their managers on education, and provided me with a stakeholder forum to review 
my findings and provide feedback. The report title was “Management Education Needs and 
Delivery Options for Health-care Managers” (Robertson 2004).  
The health authority report was sent by e-mail to the Chief Executive Officers and six health 
authority representatives on September 30, 2004 for distribution within their health authorities. 
The Executive Summary of this report can be found in Appendix D. In this report, quantitative 
data was consolidated into twenty-five individual tables and qualitative data was gathered into 
themes. The major difference between the health authority report and chapters six to eight in this 
thesis is that more of the actual participant comments were included in the health authority report, 
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the intent being that the survey findings might increase dialogue on health management education 
planning within the health authorities. 
Following the release of the report, a number of meetings and correspondences were carried out 
with health industry stakeholders to ascertain whether they agreed or disagreed with the findings. 
In October 2004, I contacted, by telephone, each health authority representative to discuss his/her 
views, and their colleague’s, on the survey findings. My strategy with these calls was to proceed 
with an open-ended interview process focused on the Executive Summary (Refer to Appendix D) 
and asking each interviewee if there were any findings in the report which were a surprise or 
stood out. Following each interview the discussions were recorded into a Word document. As 
with the previous interviews, individual or group participants were thanked at the end of each 
session.   
Once the health authority survey report was released, there were a number of opportunities to 
present, discuss and/or have my research findings reviewed by other health industry stakeholders. 
In October 2004, the survey findings were first discussed at a provincial health human resources 
conference. In December, I was asked to speak to ten members of the leadership education faculty 
at the Vancouver Island Health Authority. Also in December, I was asked to do a presentation at 
the Victoria, British Columbia local branch meeting of the CCHSE to about thirty members. 
Again in December, I was asked to prepare a briefing paper of my research findings for the  Royal 
Roads University in Victoria, British Columbia, symposium on ‘Developing a Strategic 
Leadership for Health Reform in Canada’. The focus of this symposium was on the need for 
increased provincially/federally action in health industry leadership education. The post-
symposium  white paper made reference to my research.  At the same time, I was asked to prepare 
an article for the national journal of the CCHSE. Further communications involved sending my 
survey report to a number of nursing leaders in Canada. The Canadian Health Services Research 
Foundation in Ottawa noted my survey report on their web site. The immediate interest in my 
research  findings indicated that my research topic was not only timely but of major interest to 
health industry leaders. The health industry stakeholder feedback  supported and strengthened my 
research findings. The timely nature of my research was evident by the positive response  I 
received from both provincial and federal organizations.   
5.6 Analysis of the total data set  
Judd, Smith et al. describe research as “a circular process, such that data analysis usually serves to 
stimulate further hypotheses to be tested, or to summarize the completed observations in such a 
manner that they yield answers to the research questions. Interpretation is seen as a search for the 
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broader meaning of these answers by linking them to other available knowledge” (Judd, Smith et 
al. 1991:360). For my research the data from the four datasets [i.e. survey (quantitative and 
qualitative), interviews and feedback discussions] were assembled for analysis, as illustrated in 
Figure 5.4,  with the purpose of both summarizing the observations and finding the broader 
meaning in addressing my research questions. Data consolidation and analysis was ongoing 
throughout the data collection period from May to December 2004 with each dataset tightly 
linked and structured to enhance the other.     
 
 
 
 
 
 
 
 
Figure 5.4: Analysis of Four Datasets 
The web-based survey data (Datasets #1) to the twenty-five questions were analyzed in the 
following way. All potential responses for each question were numerically recorded  and the 
results of each response tallied. In the Microsoft Excel worksheet, each column represented a 
unique question and each potential response to that question was represented by a unique code. 
Each row in the worksheet represented a complete set of responses from a given survey 
respondent. The quantitative data was analyzed  according to the conditions indicated in the body 
of the survey. Written responses in the open-ended questions (Dataset #2) were segregated into 
other worksheets for analysis. In analyzing the written replies in the survey, key words and 
phrases were used as descriptors to establish themes which emerged from the data. These themes 
were recorded in a Microsoft Word document. Some of the main themes and issues which 
emerged were: the effects of health reform on workload and learning, the need for change in 
management education, barriers to learning, e-learning and knowledge sharing.   
The qualitative data obtained through telephone interviews (Dataset #3) of senior health-care 
managers were correlated to identify themes and issues specific to the questions used in the 
interview process. Since these questions were originally linked to the survey questions, it was not 
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difficult to connect the qualitative data from this source  with the survey findings. This analysis 
was accomplished in both a Microsoft Word and Microsoft Excel format. The themes which 
emerged from these interviews were: ongoing health reform, support for managers dealing with 
health reform, the importance of management education, support for managers needing new skills, 
e-learning and knowledge sharing.   
 Feedback from the health industry stakeholders (Dataset #4) obtained through telephone 
interviews and meetings were correlated to identify themes and issues specific to the survey 
findings and the addition of any further comments on the topic. The information obtained was 
recorded in a Microsoft Word format. These interviews, meetings and discussions followed a 
similar pattern as stakeholder comments on the survey findings provided a validation of my study 
findings and additional views on management education.       
In keeping with Tellis’s point of view, the data analysis of my research consisted of examining, 
categorizing, tabulating, or otherwise recombining the evidence to address the propositions of the 
study (Tellis 1997:10). Information gathered from four datasets (survey closed and open 
questions, interviews and survey feedback) was combined to more fully address the main 
propositions of my study, the effects of health reform on the education of  health-care managers 
and the views of health industry managers as to the viable option of e-learning in addressing their 
educational needs.  
5.7 Validity and reliability 
With regard to the web-based survey instrument, face validity was used in testing the paper 
survey by having a number of health-care managers review and comment on the objectives and 
content of the survey. Later the initial web-based survey was again tested with the same group of 
managers to assure that their comments had been addressed and to test the web-based format. The 
role of the managers in these initial tests was to decide whether, in their opinion, the instrument 
continued to measure what it was supposed to measure. Further validity of the survey instrument 
was aided by the software coding which allowed blocking of resubmissions to provide a 
customized validation on one question in the number of choices the respondent could select.    
Using interviews as a second data source further strengthened my validity because, according 
to Cooper, one of the strengths of the interview process is the ability to immediately check the 
validity of data. In this regard he notes:   
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In trying to gather a deeper understanding of the phenomenon in 
this fashion, qualitative researchers can more easily assess 
whether they are capturing the phenomenon they are trying to 
measure. For example, when conducting an interview, a 
researcher can immediately tell whether the questions they have 
chosen are effective in assessing the issue of interest (Cooper 
n.d.:8). 
Cooper, however, cautioned that the interview method alone may not entirely rule out bias or 
prejudice which must still be guarded against so as not to undermine validity. To rule out such 
bias and to further test the credibility and trustworthiness of the findings, feedback on the survey 
findings was sought from a number of health industry stakeholders through additional interviews 
and discussions. This validation proved to be effective as the survey findings were supported by 
these health industry stakeholders. Thus, a number of steps were built into the research design to 
address the validity of the research instrument and the findings.   
Triangulation was also employed to further validate my research data. Of the four approaches 
to triangulation identified by Tellis (i.e. data, investigators, theories, and methodologies) my 
research focuses on data as its triangulation strategy. Using four data sources supports Tellis’s 
argument that such an approach increases the reliability of the data and the process of gathering it 
(Tellis 1997:2). Guion describes data triangulation as involving different sources of 
data/information (Guion 2002:1). Different sources of data were obtained from approximately 
five hundred health-care managers (i.e. four hundred and fifty-eight in the survey, thirteen in 
interviews, and about thirty-five to forty in feedback interviews/discussions). The use of different 
data sources fits Hilton’s description of triangulation:  
Triangulation is used to provide confirmation and completeness.  
It is the simple combination of different kinds of data and the 
attempt to relate them so as to counteract the threats to validity in 
each. Using triangulation can capture a more complete, holistic 
and contextual portrayal and reveal the varied dimensions of the 
given phenomenon. It should not be expected that each source of 
data will confirm each other. Rather, each source will contribute 
an additional piece to the puzzle and in that way complement 
each other (Hilton 2002:1).   
The approach to triangulation used in my research enabled me to capture the thinking of a broad 
base of current health-care managers on management education at a particular point in time. Each 
dataset provided similar, yet different information and contributed to the overall enhanced picture 
and understanding of the research objectives. This agrees with the argument of Cooper that “ if 
the triangulation is conducted by using different data types, then this strategy improves the 
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validity of the findings (if the results from both approaches converge)” (Cooper n.d.:15).  I 
believe validity was well addressed in my research design.    
As for reliability, Judd, Smith et al. indicate that the reliability of a research measure is defined 
as “ the extent to which it is free from random error components”(Judd, Smith et al. 1991:51), or 
as described by Cooper, “whether a particular research technique will yield the same results if 
applied repeatedly to the same object”.  With regard to using a survey method, Cooper indicates 
that it can be a reliable method when subjects are required to respond to a standardized 
questionnaire (Cooper n.d.:6). The survey used in my research was identical for all survey 
participants but it was not a standardized survey instrument. While this research instrument could 
be used in similar research, due to the time sensitivities of my research topic  (i.e. change in 
management skills due to ongoing health reform), exact replication of my research results may not 
occur. For example, with ongoing health reform, the same group of managers could easily 
identify a different set of competency learning needs even if the survey instrument was used 
within months of my survey. Research repeatability with social science research would need to 
take such environmental change into consideration. Thus, to assess  reliability of the data the 
following additional activities were undertaken.     
My research survey instrument was pre-tested a number of times. First the computer software 
was tested, then a paper survey, next a web-based short program, and finally the larger survey was 
tested particularly as to the amount of time needed to completion. In April 2004 a test-retest of the 
web-based survey instrument was carried out with a select group of seven health-care managers in 
two health authorities (Fraser Health Authority and the Interior Health Authority). One week later 
the same survey was retested. Duplication was eliminated by selecting managers who were 
outside the non-union e-mail system in the health authorities.   
In the analysis of the test/retest findings there was little variance between the survey results 
except for those questions where the individual was asked for their opinion/rating. Due to the 
web-based nature of the survey, which prevented direct training of the participants, a simple 
rating scale (i.e. a scale of 1-5, with 1 being ‘poor’, 2 being ‘average, 3 being ‘good’, 4 being 
‘very good’ and 5 being ‘excellent’) was used. In the question on competency skills, the 
respondents on the retest rated their competency skills slightly higher (i.e. 4 or 5) than in the 
initial survey (i.e. 3 or 4). Also, in another question the same respondents listed more educational 
topics in the retest (i.e. 1 or 2 more) than in the initial survey. It might be argued that within one 
week the participants had time to rethink their answers and changed their responses on these two 
questions. This shift in subjective responses may simply be a reality of survey rating scale 
questions as noted by Judd, Smith et al.: 
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…..the way the judge uses the rating scale to reflect his or her 
subjective impressions, and hence the rating the judge assigns to 
any given stimulus, may vary from judge to judge or from time to 
time. That is, the judge’s frame of reference for using the rating 
scale will effect his or her ratings  (Judd, Smith et al. 1991:149).    
Even with this recognized problem, researchers continue to use such rating and selection 
questions. Both questions were retained as valuable information on how managers judged their 
current level of competency and their educational needs. I hoped, that the large survey sample 
might reduce bias.  
The use of a web-based format was also reviewed with regard to its reliability as a research 
method. According to  Morrel-Samuels, the same question posed on a web and in print can yield 
very different answers. He identified five types of problems which can undermine the validity and 
reliability of Web surveys. Only the first three appear to have any relevance to my research.     
(1) Response rates for web surveys can be as much as eighty percent lower than those for print 
counterparts. Employees resist web surveys for such reasons as difficulty accessing the 
survey, inability moving forward and backward through the questions, difficulty completing 
an interrupted survey, and fears about confidentiality. In my research, the survey software 
allowed easy movement through the survey questions. There were a few reported issues with 
interrupted surveys and any reported issues were resolved quickly. Confidentiality fears were 
not expressed by any participants.   
(2) Poorly designed Web surveys usually produce implausibly favourable responses which could 
be as a result of employees not being willing to complain because they are unsure of 
confidentiality. The  competency rating question may have been one in which individuals 
felt unsure of the  confidentiality of the survey. The decision to retain this question was 
discussed above.     
(3) In the workplace, printed surveys and Web surveys usually attract distinctly different 
respondents.  The typical Web survey user has private access to a computer, holds greater 
responsibility, and is better paid.  Because of this, it is argued, that a Web survey skims off a 
higher level of respondents. Since my  research was directed at health-care managers who, in 
most instances, have their own computers, and fit the other criteria points, this skimming off 
problem was not anticipated.      
The material in this section shows that the reliability and validity of my research was assured 
through a number of approaches. The survey instrument was tested numerous times as to content, 
timing and technical compliance. The interview approach allowed me to test the research 
questions and to acquire more in-depth information on the overall topic. My research findings 
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were confirmed and strengthened through the health industry stakeholder feedback. The extent to 
which the findings are supported by health-care managers will largely determine the extent that 
any generalizations can or will be made from the findings.  
5.8 Conclusion 
This chapter describes the combination of quantitative and qualitative methods employed in my 
research. The methodology is described as a case study, where the health-care managers in British 
Columbia, are defined as the case. The research design involved the collection of data from three 
sources: a web-based survey (Datasets #1 and #2), interviews  of senior health-care managers 
(Dataset #3) and feedback from health industry stakeholders (Dataset #4). The data were 
prepared, identified and manipulated mainly through the aid of Microsoft Word and Microsoft 
Excel computer programs.  
My research involved input from over five hundred health-care managers in British Columbia. 
The web-based survey instrument, for all of its newness and technical issues, proved to be a most 
effective method in contacting a large sample of health-care managers over an extensive 
geographical area. This instrument also enabled me to address the time limit set by the health 
authorities in their support of my research. Both the open-ended questions in the survey and 
interviews of senior health-care managers provided in-depth qualitative data which strengthened 
the survey findings. Stakeholder feedback  further substantiated and strengthened the survey and 
interview findings. A synthesis of all four datasets enabled me to develop a profile in addressing 
my research questions and objectives. It is my contention that this four-point methodology 
provided me with the most effective approach for my research.   
 Validity and reliability of my research design were tested using a number of methods to assure 
the credibility and trustworthiness of the survey instrument and the findings. The problem in 
studying a worksite environmental issue is that the repeatability of the study can be altered by 
time and events. Nevertheless, while views on competency needs may change in time a shift in 
learning delivery options may be less likely. Since health-care management statistical data is not 
maintained in British Columbia, the representativeness of the four hundred and fifty-eight survey 
respondents to the larger health-care management group cannot be ascertained. What is evident 
from the data collected is that my survey appears to have a female and urban bias. Of benefit to 
the study was the validation of the survey findings by senior health-care managers and health 
industry stakeholders.  
Throughout the study every effort was made to adhere to the appropriate protocols regarding 
ethical behaviour and the research guidelines set by Curtin University of Technology. All 
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participants were informed of  what the research was about, the anonymous nature of their input, 
and how the information would be utilized. In the next three chapters the findings and analysis 
emerging from the application of this methodology will be presented.   
Chapter 5 has shown that data for this study has been collected from four sources; quantitative 
survey data, qualitative survey data, qualitative interview data, and qualitative stakeholder data. In 
addition, it has shown that every effort was made to assure  quality in the data collected and in 
following the ethical protocols for all participants. In chapter 6 the findings from all four datasets 
will be presented; tabular/graphical form for the quantitative data and key themes identified for 
the qualitative data collected in the survey and interviews. The stakeholder data is in a descriptive 
form. Chapter 6 will be followed by chapters 7 and 8 in which the findings material will be 
analyzed.    
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Chapter 6  
Findings 
 
The opposite of a correct statement is a false statement.  
But the opposite of a profound truth may well be another profound truth.  
-Niels Bohr  
 
6.1 Introduction 
As shown in chapter five, this study draws on both quantitative and qualitative data in presenting 
a comprehensive profile of health-care managers in British Columbia. This chapter presents the 
data from the four datasets identified in chapter five. The four datasets are: quantitative data from 
the survey (Dataset #1), qualitative data from the survey (Dataset #2), qualitative data from 
interviews (Dataset #3), and qualitative data from stakeholder meetings (Dataset #4). The 
material focuses on the  competency needs of health-care managers following a period of health 
reform, and their views on educational delivery. The purpose of this chapter is to present the 
findings of the study.  
The web-based survey contained twenty-five questions, both open and closed. In this chapter 
each of the four datasets will be presented; survey quantitative data from closed questions in 
tabular and graphical form, survey qualitative data from open questions by theme, interview 
qualitative data by theme, and stakeholder qualitative data in a descriptive format. The survey 
instrument can be found in Appendix E. Additional tables, more detail to some of the tables in 
this chapter, may be found in Appendix I.    
6.2 Quantitative data from the survey 
The survey quantitative data from closed questions is presented in four sections: survey 
representativeness, survey demographics, management level, management education and 
educational delivery. The information focuses on the main themes of the study management 
education and educational delivery. A small amount of data which has been previously presented 
in chapter five will be repeated in this chapter to assure  completeness to the findings material. .   
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6.2.1  Survey representativeness     
Tables 6.1 and 6.2 provide data on the response rate by health authority and by survey 
distribution. As noted in chapter five, of the 2,930 health-care managers contacted in the web-
based survey, 458 (15.6 %) responded.   
Table 6.1 : Survey Response Rate by Health Authority 
 
As noted in chapter five, the majority (66 %) of respondents were from the Vancouver Island 
(VIHA), Interior (IHA), and Fraser (FHA) health authorities. These health authorities are mainly 
in the highly populated regions of British Columbia and would include urban and some rural 
communities. The response rate for the Vancouver Coastal (VCHA) and Provincial Services 
(PSHA), the largest health authorities, was less than expected.   
Table 6.2: Survey Response Rate by Research Population   
 
This table shows the rate of representation compared to the number of surveys sent to each health 
authority. In this table a low response rate occurred with Vancouver Coastal Health Authority 
(VCHA)  and the Northern Health Authority (NHA) of  5% and 4% respectively. The expected 
response from the VCHA was anticipated at about 30% to 50%, which means the 5% response 
was far below expectations. Similarly, the 26% from the Provincial Services Health Authority 
(PSHA) was also lower than the expected response of about 50%, but the Provincial Services 
Health Authority response was much better than Vancouver Coastal Health Authority. The 
Northern Health Authority, being the health authority with the lowest number of health-care 
Health Authority Respondents Percent
Vancouver Coastal 64 14%
Vancouver Island 111 24%
Fraser 92 20%
Interior 101 22%
Northern 12 3%
Provincial Services 78 17%
TOTAL 458 100%
Health Authority Respondents Surveys Percent
Vancouver Coastal 64 1200 5%
Vancouver Island 111 300 37%
Fraser 92 230 40%
Interior 101 600 17%
Northern 12 300 4%
Provincial Services 78 300 26%
TOTAL 458 2930 16%
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managers and the largest geographical territory was expected to be low, but not as low as 4%. As 
the NHA was the region with the highest percentage of non-urban health-care managers, the low 
response created a problem in achieving a balanced urban/non-urban data. Figure 6.1 provides a 
graphical  presentation of the response rate by health authority.   
 
 
 
 
 
 
 
 
 
 
Figure 6.1: Ratio of Respondents to Surveys Distributed to Each Health Authority 
The representativeness of the survey response was over 30% in two health authorities [i.e. Fraser 
Health Authority (FHA) and Vancouver  Island Health Authority (VIHA)] and lower in four 
health authorities, with the largest variation between surveys distributed and responses found in 
the Vancouver Coastal Health Authority (VCHA). The lowest expected response rate of about 
30% was not realized in four health authorities.     
 
In summary, Tables 6.1 and 6.2 on representativeness found that while all six health authorities 
were represented in the study, the response rate was lower than expected.  
 
6.2.2  Survey demographics  
In this section, Tables 6.3 to 6.14, data will be presented on the basic demographics of the survey 
providing information on the work location, age, gender, and education of survey respondents.  
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800
1,200
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Table 6.3: Urban/Non-urban Working Location of Respondents 
 
440 respondents provided the mailing zip code address of their work location. This data shows 
that 91.3 % of respondents worked in an urban location in the province. This data indicates that 
the survey has an urban bias.  
Table 6.4:  Age of  Survey Respondents (5 divisions)  
 
Over 71% of respondents were 46 years and older which reflects a similar aging pattern of health-
care managers  found in the 20000 CCHSE study of Chief Executive Officers. More data on the 
age of survey respondents can be found in Appendix I.  
Figure 6.2 provides a graphical presentation of the data on aging.    
 
 
 
 
 
 
 
Age Group Count Percent
<=40 71 16%
41 - 45 66 14%
46 - 50 118 26%
51 - 55 126 28%
56 + 77 17%
TOTAL 458 100%
q2gr  Postcode grouped
418 91.3 95.0 95.0
22 4.8 5.0 100.0
440 96.1 100.0
18 3.9
458 100.0
Urban
Rural
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
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Figure 6.2: Age Group of Respondents 
 
To assist with later data analysis the categories on aging have been reduced to three as shown in 
the following table. 
Table 6.5:  Age of  Survey Respondents (3 divisions) 
This reduced number of categories shows that 84.5 % of respondents were 41 years and older.   
 
Table 6.6:  Gender of  Survey Respondents 
 
71
66
118 126
77
0
20
40
60
80
100
120
140
<=40 41 - 45 46 - 50 51 - 55 56 +
Age Group of Respondents
q4gr  Age group
71 15.5 15.5 15.5
184 40.2 40.2 55.7
203 44.3 44.3 100.0
458 100.0 100.0
40 or less
41-50
51+
Total
Valid
Frequency Percent Valid Percent
Cumulative
Percent
Q5  Gender
125 27.3 27.3 27.3
333 72.7 72.7 100.0
458 100.0 100.0
Male
Female
Total
Valid
Frequency Percent Valid Percent
Cumulative
Percent
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The majority (72.7 %) of respondents were female which reflects a female bias in the survey. 
Figure 6.3 is a graphical presentation of the gender division of the survey.   
 
 
 
 
 
 
Figure 6.3: Gender of Respondents 
 
Table 6.7: Undergraduate (UG) Education of Respondents  
 
The majority (82.3%) of respondents have undergraduate education. 50.7 % of respondents have  
health-related undergraduate education with the majority (29.7%) of that group having a nursing 
qualification. Of the 31.7 % with non-health undergraduate education, 9.2% had education in 
business/management  17.7 % of respondents had no undergraduate education.   
 
 
 
 
q6gr2  Undergraduate education
136 29.7 36.1 36.1
96 21.0 25.5 61.5
42 9.2 11.1 72.7
103 22.5 27.3 100.0
377 82.3 100.0
81 17.7
458 100.0
Nursing
Healthcare related
Business / Mgmt
Other UG
Total
Valid
No UG degreeMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
Female 
73.7%
Male 
27.3%
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Table 6.8: Postgraduate (PG) Education of Respondents 
 
The majority (51.5 %) of respondents have postgraduate education. 35.5 % have postgraduate 
education in a non-clinical area, with 23.1 % in that category with postgraduate education in   
business/management.  48.5 % of respondents have no postgraduate education.   
6.9: Respondents with Undergraduate/Postgraduate Education 
 
Those with undergraduate education in nursing pursued postgraduate education in nursing 
(26.5%) or business/management (25.7%). Those with undergraduate education in a healthcare 
related area pursued postgraduate education in business management (22.9%) or healthcare 
related (18.7%). The majority (52.4%) of those with business/management undergraduate 
education have continued their postgraduate education in the same area. Those with other non-
healthcare related undergraduate education have mainly (26.6%) pursued a business/management 
postgraduate education. The largest percentage (23.1 %) of respondents with undergraduate 
education pursued business/management postgraduate education.   
q7gr3  Postgraduate education
42 9.2 17.8 17.8
31 6.8 13.1 30.9
106 23.1 44.9 75.8
57 12.4 24.2 100.0
236 51.5 100.0
222 48.5
458 100.0
Nursing
Healthcare related
Business / Mgmt
Other PG
Total
Valid
No PG degreeMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
q6gr  Undergraduate education * q7gr2  Postgraduate education Crosstabulation
Count
36 1 35 15 49 136
1 18 22 8 47 96
0 1 22 2 17 42
5 11 27 32 28 103
0 0 0 0 81 81
42 31 106 57 222 458
Nursing
Healthcare related
Business / Mgmt
Other UG
No UG degree
q6gr  Undergraduate
education
Total
Nursing
Healthcare
related
Business /
Mgmt Other PG No PG degree
q7gr2  Postgraduate education
Total
   
Chapter Six: Findings  158   
6.10: Undergraduate/Postgraduate, Clinical/Business Education 
 
The largest number (41.7%) of respondents have  clinical undergraduate and/or postgraduate 
education. 14.8 % of respondents have either undergraduate or postgraduate business education. 
12.7 % of respondents have both a clinical and business undergraduate and/or postgraduate 
education. There are 13.1% of respondents with undergraduate/postgraduate education in neither 
a clinical or business area. .  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ugpgeduc  Undergraduate / Postgraduate Education
191 41.7 41.7 41.7
68 14.8 14.8 56.6
58 12.7 12.7 69.2
60 13.1 13.1 82.3
81 17.7 17.7 100.0
458 100.0 100.0
At least 1 Clinical degree
At least 1 Business degree
Both Clinical and Business degrees
Degree but not Clinical or Business
No degree at all
Total
Valid
Frequency Percent Valid Percent
Cumulative
Percent
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6.11: Undergraduate/Postgraduate, Clinical/Business  Education by Gender 
Cross-tabulation by question 6(undergraduate)/question 7(postgraduate) and question 5 (gender).   
 
Females outnumbered males in all three categories; having at least one clinical degree (82.2%), 
having both clinical and business degrees (84.5%) and having degrees that were not clinical or 
business (63.3%). In the category of having at least one business degree males and females were 
ugpgeduc  Undergraduate / Postgraduate Education * Q5  Gender Crosstabulation
34 157 191
52.1 138.9 191.0
17.8% 82.2% 100.0%
27.2% 47.1% 41.7%
34 34 68
18.6 49.4 68.0
50.0% 50.0% 100.0%
27.2% 10.2% 14.8%
9 49 58
15.8 42.2 58.0
15.5% 84.5% 100.0%
7.2% 14.7% 12.7%
22 38 60
16.4 43.6 60.0
36.7% 63.3% 100.0%
17.6% 11.4% 13.1%
26 55 81
22.1 58.9 81.0
32.1% 67.9% 100.0%
20.8% 16.5% 17.7%
125 333 458
125.0 333.0 458.0
27.3% 72.7% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within Q5  Gender
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within Q5  Gender
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within Q5  Gender
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within Q5  Gender
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within Q5  Gender
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within Q5  Gender
At least 1 Clinical degree
At least 1 Business
degree
Both Clinical and
Business degrees
Degree but not Clinical
or Business
No degree at all
ugpgeduc 
Undergraduate
/ Postgraduate
Education
Total
Male Female
Q5  Gender
Total
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equally represented.  More females (58.9%) have no degree at all. The Chi Square Test [x
2
 (4) = 
33.99, p< 0.05] shows that there is a statistically significant association between the two 
variables.  
 
Further cross-tabulation to complete Table 6.11. 
 
The majority (73.7%) of respondents who were female had an undergraduate degree. The Chi 
Square Test [x
2
 (1) = 1.15, p> 0.05] shows that there is no association between the variables.  
 
 
 
 
 
Crosstab
99 278 377
102.9 274.1 377.0
26.3% 73.7% 100.0%
79.2% 83.5% 82.3%
26 55 81
22.1 58.9 81.0
32.1% 67.9% 100.0%
20.8% 16.5% 17.7%
125 333 458
125.0 333.0 458.0
27.3% 72.7% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within anyug  Have
any UG degree
% within Q5  Gender
Count
Expected Count
% within anyug  Have
any UG degree
% within Q5  Gender
Count
Expected Count
% within anyug  Have
any UG degree
% within Q5  Gender
Yes
No
anyug  Have any
UG degree
Total
Male Female
Q5  Gender
Total
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The majority (71.2%) of respondents who were female had  postgraduate education.  The Chi 
Square Test [x
2
 (1) = 0.57, p> 0.05] shows that there is no association between the variables.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Crosstab
68 168 236
64.4 171.6 236.0
28.8% 71.2% 100.0%
54.4% 50.5% 51.5%
57 165 222
60.6 161.4 222.0
25.7% 74.3% 100.0%
45.6% 49.5% 48.5%
125 333 458
125.0 333.0 458.0
27.3% 72.7% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within anypg  Have
any PG degree
% within Q5  Gender
Count
Expected Count
% within anypg  Have
any PG degree
% within Q5  Gender
Count
Expected Count
% within anypg  Have
any PG degree
% within Q5  Gender
Yes
No
anypg  Have any
PG degree
Total
Male Female
Q5  Gender
Total
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6.12: Undergraduate/Postgraduate, Clinical/Business Education by Age  
Cross-tabulation of question 6 (undergraduate)/question 7(postgraduate and question 4 (age)  
 
The largest percentage (46.6%) of respondents with at least one clinical degree are in the 51+ 
category, followed closely by those 41-50 years of age at 43.5%. The largest percentage (38.2%) 
of those with at least one business degree are in the 51+ category.  The largest percentage  
(44.8%) of those with both clinical and business degrees are in the 41-50 age group. The largest 
percentage (40.0%) of those with a degree in neither clinical or business are in the 51+ age group. 
ugpgeduc  Undergraduate / Postgraduate Education * q4gr  Age group Crosstabulation
19 83 89 191
29.6 76.7 84.7 191.0
9.9% 43.5% 46.6% 100.0%
26.8% 45.1% 43.8% 41.7%
19 23 26 68
10.5 27.3 30.1 68.0
27.9% 33.8% 38.2% 100.0%
26.8% 12.5% 12.8% 14.8%
8 26 24 58
9.0 23.3 25.7 58.0
13.8% 44.8% 41.4% 100.0%
11.3% 14.1% 11.8% 12.7%
16 20 24 60
9.3 24.1 26.6 60.0
26.7% 33.3% 40.0% 100.0%
22.5% 10.9% 11.8% 13.1%
9 32 40 81
12.6 32.5 35.9 81.0
11.1% 39.5% 49.4% 100.0%
12.7% 17.4% 19.7% 17.7%
71 184 203 458
71.0 184.0 203.0 458.0
15.5% 40.2% 44.3% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q4gr  Age group
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q4gr  Age group
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q4gr  Age group
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q4gr  Age group
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q4gr  Age group
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q4gr  Age group
At least 1 Clinical degree
At least 1 Business
degree
Both Clinical and
Business degrees
Degree but not Clinical
or Business
No degree at all
ugpgeduc 
Undergraduate
/ Postgraduate
Education
Total
40 or less 41-50 51+
q4gr  Age group
Total
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15.7% of respondents have no degree at all. The Chi Square Test [x
2
 (8) = 20.37, p< 0.05] shows 
that there is a statistically significant association between the variables.   
Further cross-tabulations to complete Table 6.12.  
 
The largest percentage (43.2%) of those with an undergraduate degree are 51+ , followed closely 
by those 41-50 years of age at 40.3%.  The Chi Square Test [x
2
 (2) = 1.80, p> 0.05] shows that 
there is no association between the variables.  
Crosstab
62 152 163 377
58.4 151.5 167.1 377.0
16.4% 40.3% 43.2% 100.0%
87.3% 82.6% 80.3% 82.3%
9 32 40 81
12.6 32.5 35.9 81.0
11.1% 39.5% 49.4% 100.0%
12.7% 17.4% 19.7% 17.7%
71 184 203 458
71.0 184.0 203.0 458.0
15.5% 40.2% 44.3% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within anyug  Have
any UG degree
% within q4gr  Age group
Count
Expected Count
% within anyug  Have
any UG degree
% within q4gr  Age group
Count
Expected Count
% within anyug  Have
any UG degree
% within q4gr  Age group
Yes
No
anyug  Have any
UG degree
Total
40 or less 41-50 51+
q4gr  Age group
Total
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The largest percentage (45.8 %) of those with a postgraduate degree are 51+ , followed by those 
41-50 years of age at 38.1%.  The Chi Square Test [x
2
 (2) = 0.84, p> 0.05] shows that there is no 
association between the variables.  
 
 
 
 
 
 
 
 
 
 
 
 
Crosstab
38 90 108 236
36.6 94.8 104.6 236.0
16.1% 38.1% 45.8% 100.0%
53.5% 48.9% 53.2% 51.5%
33 94 95 222
34.4 89.2 98.4 222.0
14.9% 42.3% 42.8% 100.0%
46.5% 51.1% 46.8% 48.5%
71 184 203 458
71.0 184.0 203.0 458.0
15.5% 40.2% 44.3% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within anypg  Have
any PG degree
% within q4gr  Age group
Count
Expected Count
% within anypg  Have
any PG degree
% within q4gr  Age group
Count
Expected Count
% within anypg  Have
any PG degree
% within q4gr  Age group
Yes
No
anypg  Have any
PG degree
Total
40 or less 41-50 51+
q4gr  Age group
Total
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Table 6.13: Undergraduate/Postgraduate, Clinical/Business Education by Urban/Non-
Urban Location  
Cross-tabulation of question 6 (undergraduate)/question 7 (postgraduate) and question 2 (work 
location). 
ugpgeduc  Undergraduate / Postgraduate Education * q2gr  Postcode grouped Crosstabulation
171 10 181
172.0 9.1 181.0
94.5% 5.5% 100.0%
40.9% 45.5% 41.1%
63 1 64
60.8 3.2 64.0
98.4% 1.6% 100.0%
15.1% 4.5% 14.5%
53 5 58
55.1 2.9 58.0
91.4% 8.6% 100.0%
12.7% 22.7% 13.2%
55 3 58
55.1 2.9 58.0
94.8% 5.2% 100.0%
13.2% 13.6% 13.2%
76 3 79
75.1 4.0 79.0
96.2% 3.8% 100.0%
18.2% 13.6% 18.0%
418 22 440
418.0 22.0 440.0
95.0% 5.0% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q2gr  Postcode
grouped
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q2gr  Postcode
grouped
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q2gr  Postcode
grouped
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q2gr  Postcode
grouped
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q2gr  Postcode
grouped
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within q2gr  Postcode
grouped
At least 1 Clinical degree
At least 1 Business
degree
Both Clinical and
Business degrees
Degree but not Clinical
or Business
No degree at all
ugpgeduc 
Undergraduate
/ Postgraduate
Education
Total
Urban Rural
q2gr  Postcode
grouped
Total
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The largest number (41.1%)  of respondents have at least one clinical degree, with the majority of 
that group (94.5 %) working in urban locations. In all categories the urban areas have the highest 
percentage of respondents. It is understood that the high percentage of urban respondents in the 
survey may tend to skew the findings with regard to this item. The Chi Square Test [x
2
 (4) = 3.54, 
p> 0.05] shows that there is no association between the variables.  
Further cross-tabulations to complete Table 6.13. 
 
The majority (94.7%) of respondents with an undergraduate degree work in an urban location. 
The Chi Square Test [x
2
 (1) = 0.29, p> 0.05] shows that there is no association between the 
variables.  
Crosstab
342 19 361
343.0 18.1 361.0
94.7% 5.3% 100.0%
81.8% 86.4% 82.0%
76 3 79
75.1 4.0 79.0
96.2% 3.8% 100.0%
18.2% 13.6% 18.0%
418 22 440
418.0 22.0 440.0
95.0% 5.0% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within anyug  Have
any UG degree
% within q2gr 
Postcode grouped
Count
Expected Count
% within anyug  Have
any UG degree
% within q2gr 
Postcode grouped
Count
Expected Count
% within anyug  Have
any UG degree
% within q2gr 
Postcode grouped
Yes
No
anyug  Have any
UG degree
Total
Urban Rural
q2gr  Postcode
grouped
Total
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The majority (96.9 %) of respondents with postgraduate education work in an urban location. The 
Chi Square Test [x
2
 (1) = 3.71, p> 0.05] shows that there is no association between the variables.  
 
6.14: Respondents With Either/Both Undergraduate and Postgraduate Education 
 
The majority (51.5%) of respondents have both undergraduate and postgraduate education.      
30.8 % have just undergraduate education while 17.7% have no degree.  
 
Crosstab
221 7 228
216.6 11.4 228.0
96.9% 3.1% 100.0%
52.9% 31.8% 51.8%
197 15 212
201.4 10.6 212.0
92.9% 7.1% 100.0%
47.1% 68.2% 48.2%
418 22 440
418.0 22.0 440.0
95.0% 5.0% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within anypg  Have
any PG degree
% within q2gr 
Postcode grouped
Count
Expected Count
% within anypg  Have
any PG degree
% within q2gr 
Postcode grouped
Count
Expected Count
% within anypg  Have
any PG degree
% within q2gr 
Postcode grouped
Yes
No
anypg  Have any
PG degree
Total
Urban Rural
q2gr  Postcode
grouped
Total
  Qualifications
141 30.8 30.8 30.8
236 51.5 51.5 82.3
81 17.7 17.7 100.0
458 100.0 100.0
Have UG degree
Have both UG and PG degrees
Do not have a degree
Total
Valid
Frequency Percent Valid Percent
Cumulative
Percent
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Those with undergraduate education in nursing have the highest percentage (36.9 %) of both 
undergraduate/postgraduate education, followed by those with ‘other’ undergraduate education at 
31.8 %.  The Chi Square Test [x
2
 (8) = 470.57, p< 0.05] shows that there is a statistically 
significant association between the variables.  
 
 
 
 
Crosstab
49 87 0 136
41.9 70.1 24.1 136.0
36.0% 64.0% .0% 100.0%
34.8% 36.9% .0% 29.7%
47 49 0 96
29.6 49.5 17.0 96.0
49.0% 51.0% .0% 100.0%
33.3% 20.8% .0% 21.0%
17 25 0 42
12.9 21.6 7.4 42.0
40.5% 59.5% .0% 100.0%
12.1% 10.6% .0% 9.2%
28 75 0 103
31.7 53.1 18.2 103.0
27.2% 72.8% .0% 100.0%
19.9% 31.8% .0% 22.5%
0 0 81 81
24.9 41.7 14.3 81.0
.0% .0% 100.0% 100.0%
.0% .0% 100.0% 17.7%
141 236 81 458
141.0 236.0 81.0 458.0
30.8% 51.5% 17.7% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within q6gr 
Undergraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q6gr 
Undergraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q6gr 
Undergraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q6gr 
Undergraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q6gr 
Undergraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q6gr 
Undergraduate education
% within havedegree 
Qualifications
Nursing
Healthcare related
Business / Mgmt
Other UG
No UG degree
q6gr  Undergraduate
education
Total
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
havedegree  Qualifications
Total
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Those with postgraduate education in business/management have the highest percentage (44.9 %) 
of both undergraduate/postgraduate education, followed by those with ‘other’ postgraduate 
education at 24.2 %.  The Chi Square Test [x
2
 (8) = 458.00, p< 0.05] shows that there is a 
statistically significant association between the variables.  
 
In summary, Tables 6.3 to 6.14 on demographics found that the majority of respondents were 
female (72.7%), 46 years and older (71.0%), with undergraduate education (82.3%), and 
Crosstab
0 42 0 42
12.9 21.6 7.4 42.0
.0% 100.0% .0% 100.0%
.0% 17.8% .0% 9.2%
0 31 0 31
9.5 16.0 5.5 31.0
.0% 100.0% .0% 100.0%
.0% 13.1% .0% 6.8%
0 106 0 106
32.6 54.6 18.7 106.0
.0% 100.0% .0% 100.0%
.0% 44.9% .0% 23.1%
0 57 0 57
17.5 29.4 10.1 57.0
.0% 100.0% .0% 100.0%
.0% 24.2% .0% 12.4%
141 0 81 222
68.3 114.4 39.3 222.0
63.5% .0% 36.5% 100.0%
100.0% .0% 100.0% 48.5%
141 236 81 458
141.0 236.0 81.0 458.0
30.8% 51.5% 17.7% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within q7gr2 
Postgraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q7gr2 
Postgraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q7gr2 
Postgraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q7gr2 
Postgraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q7gr2 
Postgraduate education
% within havedegree 
Qualifications
Count
Expected Count
% within q7gr2 
Postgraduate education
% within havedegree 
Qualifications
Nursing
Healthcare related
Business / Mgmt
Other PG
No PG degree
q7gr2 
Postgraduate
education
Total
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
havedegree  Qualifications
Total
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postgraduate education (51.5%). 17.7% have no undergraduate education and 48.5% have no 
postgraduate education. The findings show a female and urban bias.  
6.2.3 Management Level  
Tables 6.15 to 6.25  provide data on the management level of survey respondents. This review 
will include separate data on nursing managers.  
Table 6.15: Management Level of Survey Respondents 
 
The majority (81%) of respondents were from middle management (i.e. regional or program/unit) 
which means that the survey data is mainly from managers in the frontline of the health industry, 
where the largest percentage of managers currently reside. The only explanation that can be given 
for the 14% who identified themselves as ‘belonging to none’ of the listed categories is perhaps 
the respondent did not recognize the categories as pertinent to their position, he/she was in an 
intermediate management position or in a new management position. Figure 6.4 provides a 
graphical presentation of the management level data.  
 
 
 
 
 
 
 
   
 
Figure 6.4: Management Level of Respondents 
Executive
Regional
Other
Program
/Unit
Management Level Count Percent
Executive 22 5%
Regional 96 21%
Program/Unit 273 60%
Other 67 14%
No Response 0 0%
TOTAL 458 100%
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Table 6.16: Management Level by Gender  
Data from questions 3 (management level) and question 5 (gender) of the survey are compared in 
the following cross-tabulation table.  
 
The majority of survey respondents were female (72.7%), with females outnumbering the males 
in all three levels of management. At the Executive (i.e. CEO-level) management level, females 
were at 59.1% compared to males at 40.9%. At the regional management level, females were at 
53.1% to males at 46.9%. At the program (i.e. frontline) management level, females were at 
78.8% to males at 21.2%. The data shows that the survey data has a female bias. The Chi Square 
Test [x
2
 (3) = 27.74, p< 0.05] shows that there is a statistically significant association between the 
two variables.   
Q3  Current management level * Q5  Gender Crosstabulation
9 13 22
6.0 16.0 22.0
40.9% 59.1% 100.0%
7.2% 3.9% 4.8%
45 51 96
26.2 69.8 96.0
46.9% 53.1% 100.0%
36.0% 15.3% 21.0%
58 215 273
74.5 198.5 273.0
21.2% 78.8% 100.0%
46.4% 64.6% 59.6%
13 54 67
18.3 48.7 67.0
19.4% 80.6% 100.0%
10.4% 16.2% 14.6%
125 333 458
125.0 333.0 458.0
27.3% 72.7% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q3  Current
management level
% within Q5  Gender
Count
Expected Count
% within Q3  Current
management level
% within Q5  Gender
Count
Expected Count
% within Q3  Current
management level
% within Q5  Gender
Count
Expected Count
% within Q3  Current
management level
% within Q5  Gender
Count
Expected Count
% within Q3  Current
management level
% within Q5  Gender
Executive
Regional
Program / Unit
None of the above
Q3  Current
management
level
Total
Male Female
Q5  Gender
Total
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Table 6.17: Management Level by Undergraduate (UG) Education 
Cross-tabulation of question 6 (undergraduate education) and question 3 (management level).   
 
The majority of those with a nursing (77.0 %), other health-related (83.1 %) and other 
undergraduate education (58.2 %) are in the program level of management. The majority       
(51.4 %) of those with business undergraduate education are in the regional management level. 
36.4 % of executive and 26.0 % of regional managers have  non-clinical, non-business 
undergraduate education. The majority (69.7 %) of those with no undergraduate education are in 
the program level of management. 28.8 % of those with no undergraduate education are in the 
q6gr  Undergraduate education * newq3  Current management level Crosstabulation
5 23 94 122
6.9 30.0 85.2 122.0
4.1% 18.9% 77.0% 100.0%
22.7% 24.0% 34.4% 31.2%
4 11 74 89
5.0 21.9 62.1 89.0
4.5% 12.4% 83.1% 100.0%
18.2% 11.5% 27.1% 22.8%
4 18 13 35
2.0 8.6 24.4 35.0
11.4% 51.4% 37.1% 100.0%
18.2% 18.8% 4.8% 9.0%
8 25 46 79
4.4 19.4 55.2 79.0
10.1% 31.6% 58.2% 100.0%
36.4% 26.0% 16.8% 20.2%
1 19 46 66
3.7 16.2 46.1 66.0
1.5% 28.8% 69.7% 100.0%
4.5% 19.8% 16.8% 16.9%
22 96 273 391
22.0 96.0 273.0 391.0
5.6% 24.6% 69.8% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within q6gr 
Undergraduate education
% within newq3  Current
management level
Count
Expected Count
% within q6gr 
Undergraduate education
% within newq3  Current
management level
Count
Expected Count
% within q6gr 
Undergraduate education
% within newq3  Current
management level
Count
Expected Count
% within q6gr 
Undergraduate education
% within newq3  Current
management level
Count
Expected Count
% within q6gr 
Undergraduate education
% within newq3  Current
management level
Count
Expected Count
% within q6gr 
Undergraduate education
% within newq3  Current
management level
Nursing
Healthcare related
Business / Mgmt
Other UG
No UG degree
q6gr  Undergraduate
education
Total
Executive Regional Program
newq3  Current management
level
Total
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regional management level. The Chi Square Test [x
2
 (8) = 40.8, p< 0.05] shows that there is a 
statistically significant association between the two variables.   
Table 6.18: Management Level by Postgraduate (PG) Education 
Cross-tabulation of question 6 (undergraduate)/question 7(postgraduate) and question 3 
(management level) 
 
q7gr2  Postgraduate education * newq3  Current management level Crosstabulation
2 8 28 38
2.1 9.3 26.5 38.0
5.3% 21.1% 73.7% 100.0%
9.1% 8.3% 10.3% 9.7%
3 6 22 31
1.7 7.6 21.6 31.0
9.7% 19.4% 71.0% 100.0%
13.6% 6.3% 8.1% 7.9%
9 28 51 88
5.0 21.6 61.4 88.0
10.2% 31.8% 58.0% 100.0%
40.9% 29.2% 18.7% 22.5%
5 14 30 49
2.8 12.0 34.2 49.0
10.2% 28.6% 61.2% 100.0%
22.7% 14.6% 11.0% 12.5%
3 40 142 185
10.4 45.4 129.2 185.0
1.6% 21.6% 76.8% 100.0%
13.6% 41.7% 52.0% 47.3%
22 96 273 391
22.0 96.0 273.0 391.0
5.6% 24.6% 69.8% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within q7gr2 
Postgraduate education
% within newq3  Current
management level
Count
Expected Count
% within q7gr2 
Postgraduate education
% within newq3  Current
management level
Count
Expected Count
% within q7gr2 
Postgraduate education
% within newq3  Current
management level
Count
Expected Count
% within q7gr2 
Postgraduate education
% within newq3  Current
management level
Count
Expected Count
% within q7gr2 
Postgraduate education
% within newq3  Current
management level
Count
Expected Count
% within q7gr2 
Postgraduate education
% within newq3  Current
management level
Nursing
Healthcare related
Business / Mgmt
Other PG
No PG degree
q7gr2 
Postgraduate
education
Total
Executive Regional Program
newq3  Current management
level
Total
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The highest percentage (22.5 %) of  respondents have postgraduate education in 
business/management, with executives at 40.9 % having the most education. Postgraduate 
education in the clinical area (nursing and health-related) is lower with nursing at 9.7 % and 
health-related at 7.9 %.  Respondents with no postgraduate education are 13.6 % at the executive 
management level, 41.7 % at the regional level and 52.0 % at the program level. This data shows 
that just over 52% of program level managers, the largest number of managers in the industry, do 
not have postgraduate education.  The Chi Square Test [x
2
 (8) = 18.37, p< 0.05] shows that there 
is a statistically significant association between the two variables.   
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Table 6.19: Undergraduate/Postgraduate, Clinical/Business  Education by Management 
Level 
Cross-tabulation of question 6 (undergraduate) and question 7(postgraduate) and question 3 
(management level).   
 
ugpgeduc  Undergraduate / Postgraduate Education * newq3  Current management level Crosstabulation
5 27 143 175
9.8 43.0 122.2 175.0
2.9% 15.4% 81.7% 100.0%
22.7% 28.1% 52.4% 44.8%
5 28 19 52
2.9 12.8 36.3 52.0
9.6% 53.8% 36.5% 100.0%
22.7% 29.2% 7.0% 13.3%
6 9 38 53
3.0 13.0 37.0 53.0
11.3% 17.0% 71.7% 100.0%
27.3% 9.4% 13.9% 13.6%
5 13 27 45
2.5 11.0 31.4 45.0
11.1% 28.9% 60.0% 100.0%
22.7% 13.5% 9.9% 11.5%
1 19 46 66
3.7 16.2 46.1 66.0
1.5% 28.8% 69.7% 100.0%
4.5% 19.8% 16.8% 16.9%
22 96 273 391
22.0 96.0 273.0 391.0
5.6% 24.6% 69.8% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within newq3  Current
management level
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within newq3  Current
management level
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within newq3  Current
management level
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within newq3  Current
management level
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within newq3  Current
management level
Count
Expected Count
% within ugpgeduc 
Undergraduate /
Postgraduate Education
% within newq3  Current
management level
At least 1 Clinical degree
At least 1 Business
degree
Both Clinical and
Business degrees
Degree but notr Clinical
or Business
No degree at all
ugpgeduc 
Undergraduate
/ Postgraduate
Education
Total
Executive Regional Program
newq3  Current management
level
Total
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The executive level managers have the highest level (95.4% ) of undergraduate/postgraduate 
education. The next highest (83.2%) is at the program management level. The regional 
management level has the least (80.2% ) undergraduate/postgraduate education.  44.8% of 
respondents have at least one clinical degree with the majority of that group at the program 
management level. The majority (53.8%) with at least one business degree is at the regional 
management level. 71.7% of those with both clinical and business education are at the program 
level. 60% of those with a degree which is neither clinical or business are at the program 
management level. The Chi Square Test [x
2
 (8) = 49.91, p< 0.05] shows that there is a statistically 
significant association between the two variables.   
Additional cross-tabulations to complete Table 6.19. 
 
The majority (69.8%) of respondents with undergraduate education are at the program 
management level.  The Chi Square Test [x
2
 (2) = 2.97, p> 0.05] shows that there is no 
association between the two variables.   
 
 
 
Crosstab
21 77 227 325
18.3 79.8 226.9 325.0
6.5% 23.7% 69.8% 100.0%
95.5% 80.2% 83.2% 83.1%
1 19 46 66
3.7 16.2 46.1 66.0
1.5% 28.8% 69.7% 100.0%
4.5% 19.8% 16.8% 16.9%
22 96 273 391
22.0 96.0 273.0 391.0
5.6% 24.6% 69.8% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within anyug  Have
any UG degree
% within newq3  Current
management level
Count
Expected Count
% within anyug  Have
any UG degree
% within newq3  Current
management level
Count
Expected Count
% within anyug  Have
any UG degree
% within newq3  Current
management level
Yes
No
anyug  Have any
UG degree
Total
Executive Regional Program
newq3  Current management
level
Total
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The majority (63.6%) of respondents with postgraduate education are at the program management 
level. The Chi Square Test [x
2
 (2) = 13.66, p< 0.05] shows that there is a statistically significant 
association between the two variables.   
 
 
 
 
 
 
 
 
 
 
Crosstab
19 56 131 206
11.6 50.6 143.8 206.0
9.2% 27.2% 63.6% 100.0%
86.4% 58.3% 48.0% 52.7%
3 40 142 185
10.4 45.4 129.2 185.0
1.6% 21.6% 76.8% 100.0%
13.6% 41.7% 52.0% 47.3%
22 96 273 391
22.0 96.0 273.0 391.0
5.6% 24.6% 69.8% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within anypg  Have
any PG degree
% within newq3  Current
management level
Count
Expected Count
% within anypg  Have
any PG degree
% within newq3  Current
management level
Count
Expected Count
% within anypg  Have
any PG degree
% within newq3  Current
management level
Yes
No
anypg  Have any
PG degree
Total
Executive Regional Program
newq3  Current management
level
Total
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6.20: Nursing Education by Management Level  
 
The majority (78.1%)  of those with nursing education are in the program management level with 
only 3.9 % in the executive management level. The Chi Square Test [x
2
 (2) = 6.24, p< 0.05] 
shows that there is a statistically significant association between the two variables.   
 
 
 
 
 
newq3  Current management level * nurseed  Have any Nursing education
Crosstabulation
5 17 22
7.2 14.8 22.0
22.7% 77.3% 100.0%
3.9% 6.5% 5.6%
23 73 96
31.4 64.6 96.0
24.0% 76.0% 100.0%
18.0% 27.8% 24.6%
100 173 273
89.4 183.6 273.0
36.6% 63.4% 100.0%
78.1% 65.8% 69.8%
128 263 391
128.0 263.0 391.0
32.7% 67.3% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within newq3  Current
management level
% within nurseed  Have
any Nursing education
Count
Expected Count
% within newq3  Current
management level
% within nurseed  Have
any Nursing education
Count
Expected Count
% within newq3  Current
management level
% within nurseed  Have
any Nursing education
Count
Expected Count
% within newq3  Current
management level
% within nurseed  Have
any Nursing education
Executive
Regional
Program
newq3  Current
management
level
Total
Yes No
nurseed  Have any
Nursing education
Total
   
Chapter Six: Findings  179   
6.21: Nursing Managers by Gender 
 
95.1% of nursing managers are female. The Chi Square Test [x
2
 (1) = 51.87, p< 0.05] shows that 
there is a statistically significant association between the two variables.   
 
 
 
 
 
 
 
 
 
 
 
Q5  Gender * nurseed  Have any Nursing education Crosstabulation
7 118 125
38.8 86.2 125.0
5.6% 94.4% 100.0%
4.9% 37.3% 27.3%
135 198 333
103.2 229.8 333.0
40.5% 59.5% 100.0%
95.1% 62.7% 72.7%
142 316 458
142.0 316.0 458.0
31.0% 69.0% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q5  Gender
% within nurseed  Have
any Nursing education
Count
Expected Count
% within Q5  Gender
% within nurseed  Have
any Nursing education
Count
Expected Count
% within Q5  Gender
% within nurseed  Have
any Nursing education
Male
Female
Q5  Gender
Total
Yes No
nurseed  Have any
Nursing education
Total
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6.22:  Nursing Managers by Age 
 
The majority (92.3%) of nursing managers are over 41 years of age. The Chi Square Test [x
2
 (2) = 
10.12, p< 0.05] shows that there is a statistically significant association between the two 
variables.   
 
 
 
 
 
 
 
 
Crosstab
11 60 71
22.0 49.0 71.0
15.5% 84.5% 100.0%
7.7% 19.0% 15.5%
66 118 184
57.0 127.0 184.0
35.9% 64.1% 100.0%
46.5% 37.3% 40.2%
65 138 203
62.9 140.1 203.0
32.0% 68.0% 100.0%
45.8% 43.7% 44.3%
142 316 458
142.0 316.0 458.0
31.0% 69.0% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within q4gr  Age group
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q4gr  Age group
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q4gr  Age group
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q4gr  Age group
% within nurseed  Have
any Nursing education
40 or less
41-50
51+
q4gr  Age
group
Total
Yes No
nurseed  Have any
Nursing education
Total
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6.23: Nursing Managers by Urban/Non-urban Location  
 
The majority (92.8%) of nursing managers work in an urban location. The Chi Square Test [x
2
 (1) 
= 2.14, p> 0.05] shows that there is no association between the two variables.   
 
 
 
 
 
 
 
 
 
 
q2gr  Postcode grouped * nurseed  Have any Nursing education Crosstabulation
128 290 418
131.1 286.9 418.0
30.6% 69.4% 100.0%
92.8% 96.0% 95.0%
10 12 22
6.9 15.1 22.0
45.5% 54.5% 100.0%
7.2% 4.0% 5.0%
138 302 440
138.0 302.0 440.0
31.4% 68.6% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within q2gr  Postcode
grouped
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q2gr  Postcode
grouped
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q2gr  Postcode
grouped
% within nurseed  Have
any Nursing education
Urban
Rural
q2gr  Postcode
grouped
Total
Yes No
nurseed  Have any
Nursing education
Total
   
Chapter Six: Findings  182   
6.24: Nursing Management and Postgraduate Education 
 
39.4% of nursing managers have postgraduate education. The Chi Square Test                            
[x
2
 (1) = 16.07, p< 0.05] shows that there is a statistically significant association between the 
variables.  
 
 
 
 
 
 
 
 
 
anypg  Have any PG degree * nurseed  Have any Nursing education Crosstabulation
93 143 236
73.2 162.8 236.0
39.4% 60.6% 100.0%
65.5% 45.3% 51.5%
49 173 222
68.8 153.2 222.0
22.1% 77.9% 100.0%
34.5% 54.7% 48.5%
142 316 458
142.0 316.0 458.0
31.0% 69.0% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within anypg  Have
any PG degree
% within nurseed  Have
any Nursing education
Count
Expected Count
% within anypg  Have
any PG degree
% within nurseed  Have
any Nursing education
Count
Expected Count
% within anypg  Have
any PG degree
% within nurseed  Have
any Nursing education
Yes
No
anypg  Have any
PG degree
Total
Yes No
nurseed  Have any
Nursing education
Total
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6.25:  Nursing Managers and Management Training  
 
30.9% of nursing managers have had management training. The Chi Square Test [x
2
 (1) = 0.54, 
p> 0.05] shows that there is no significant association between the variables.  
 
In summary, Tables 6.15 to 6.25 on management level found that 81% of respondents were 
from the regional/program management level (or middle management) levels of the health 
industry. At the program management level the majority (78.1%) were nursing managers; mainly 
females, over 41 years of age, working in urban locations. 39.4% of nursing managers have 
postgraduate education and 30.9% have had some form of management training. 69.7% of 
program managers have no undergraduate education. Executive level managers have the most 
education. Females outnumber males at all three levels of management.   
 
 
q8gr  Ever undertaken management education course * nurseed  Have any Nursing
education Crosstabulation
137 307 444
135.9 308.1 444.0
30.9% 69.1% 100.0%
98.6% 97.5% 97.8%
2 8 10
3.1 6.9 10.0
20.0% 80.0% 100.0%
1.4% 2.5% 2.2%
139 315 454
139.0 315.0 454.0
30.6% 69.4% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within q8gr  Ever
undertaken management
education course
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q8gr  Ever
undertaken management
education course
% within nurseed  Have
any Nursing education
Count
Expected Count
% within q8gr  Ever
undertaken management
education course
% within nurseed  Have
any Nursing education
Yes
No
q8gr  Ever undertaken
management
education course
Total
Yes No
nurseed  Have any
Nursing education
Total
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6.2.4  Management Education  
Tables 6.26 to 6.37 provides data on management education of respondents. The first two tables 
(i.e. Tables 6.26 to 6.27) provides information on whether respondents have been able to access 
management education in recent years. The remainder of the tables in this section examines 
where respondents acquired their competency education, how they rate themselves with regard to 
a number of competencies, and how this rating compares to their learning needs.    
6.26: Latest Management Education 
 
The above two tables show that the majority (96.9 %) of respondents have taken some 
management training with the majority (66.4 %) attending some training in the last twelve 
months. Only 2.2 % have had no management training.  
 
 
 
 
q8gr  Ever undertaken management education course
444 96.9 97.8 97.8
10 2.2 2.2 100.0
454 99.1 100.0
4 .9
458 100.0
Yes
No
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
q8gr2  Last management education course
304 66.4 67.0 67.0
140 30.6 30.8 97.8
10 2.2 2.2 100.0
454 99.1 100.0
4 .9
458 100.0
In last 12 months
2+ year
Never
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
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6.27: Latest Management Education and Undergraduate/Postgraduate Education 
 
The majority (67.0%) of respondents have attended management training in the last 12 months 
with the majority (72.1%) of that group being those with undergraduate education followed by 
those with no degree education (68.8%). The Chi Square Test [x
2
 (4) = 4.34, p> 0.05] shows that 
there is no significant association between the variables.  
 
In summary, Tables 6.26 and 6.27 on the latest management education found that 96.9% of 
respondents have taken some management training with 67.0% attending a management 
education course in the last 12 months. The majority taking management education training have 
undergraduate education or no degree. 
 
q8gr2  Last management education course * havedegree  Qualifications Crosstabulation
101 148 55 304
93.7 156.7 53.6 304.0
33.2% 48.7% 18.1% 100.0%
72.1% 63.2% 68.8% 67.0%
35 81 24 140
43.2 72.2 24.7 140.0
25.0% 57.9% 17.1% 100.0%
25.0% 34.6% 30.0% 30.8%
4 5 1 10
3.1 5.2 1.8 10.0
40.0% 50.0% 10.0% 100.0%
2.9% 2.1% 1.3% 2.2%
140 234 80 454
140.0 234.0 80.0 454.0
30.8% 51.5% 17.6% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within q8gr2  Last
management
education course
% within havedegree 
Qualifications
Count
Expected Count
% within q8gr2  Last
management
education course
% within havedegree 
Qualifications
Count
Expected Count
% within q8gr2  Last
management
education course
% within havedegree 
Qualifications
Count
Expected Count
% within q8gr2  Last
management
education course
% within havedegree 
Qualifications
In last 12 months
2+ year
Never
q8gr2  Last
management
education course
Total
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
havedegree  Qualifications
Total
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In the following tables (i.e. 6.28 to 6.37) data will be presented on 14 competencies  which were 
used in the web-based survey instrument. These 14 competencies are:   
 Evidence-based management (EV) 
 Use of statistics (STAT) 
 Communications and information technology use (COMMS) 
 Governance and policy development (GOV) 
 Leadership skills (LEAD) 
 Conflict management (CM) 
 Change and complexity (CC) 
 Evaluating management plans (EMP) 
 Environmental and risk management (ERM) 
 Quality improvement (QI) 
 Human resource management (HRM) 
 Financial analysis (FA) 
 Project management (PM) 
 Contract management (Contract) 
 
In Table 6.28 the data shows the number and percentage of those who have no training in the 
above fourteen competencies. Table 6.29 the data shows the number and percentage of those who 
have had formal training. Table 6.30  the data shows how respondents rate themselves with 
regard to the fourteen competencies.  
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6.28: Competency Education by Delivery Method – No Formal Education  
 
29% of survey respondents have had no training in the fourteen competencies. The data shows 
that survey respondents have received the least training in contract management (Contract) at 
59%, evaluating management plans (EMP) at 48%, project management (PM), evidence-based 
management and governance and policy management at 37% respectively, environmental and 
risk management (ERM) at 36%, financial analysis (FA) at 33%,  The low percentages for the 
people skills [human resource management (HRM),  communications and the use of information 
technologies (COMMS), change and complexity (CC), conflict management (CM), and 
leadership skills (LEAD)] would indicate that there is more training occurring in these skills.    
 
6.29: Competency Education by Delivery Method – Formal Education 
In the following table data has been grouped into 4 categories IW= which includes in-service and 
workshop training, CD = certificate and diploma education, UG=undergraduate education and PG 
= postgraduate. More detailed data can be found in Appendix I.  
Count %
EV 171 37%
STAT 113 25%
COMMS 68 15%
GOV 171 37%
LEAD 29 6%
CM 59 13%
CC 68 15%
EMP 220 48%
ERM 166 36%
QI 90 20%
HRM 87 19%
FA 151 33%
PM 169 37%
Contract 268 59%
Total 1830 29%
Learning
Format
No Course
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57% of all skill training for survey respondents is through in-service and workshops, with the 
least amount (9%) through undergraduate education. The majority of survey respondents have 
received their formal education through in-service and workshops for the following competency 
skills: environmental and risk management (ERM) at 76%, Quality Improvement (QI) at 75%, 
contract management (Contract) at 72%, project management (PM) and communications and 
information technology use (COMMS) at 65% respectively, conflict management (CM) at 63%, 
change and complexity (CC) at 61%, human resource management (HRM) at 57%, and evidence-
based management (EV) at 51%.  In other competencies, the largest percentage of respondents 
received their formal education through in-service and workshops in the following competencies:  
evaluating management plans (EMP) and financial analysis (FA) at 50% respectively, governance 
and policy development (GOV) at 47%, leadership skills (LEAD) at 46%, and the use of statistics 
(STAT) at 34%.  
 
 
 
 
 
 
 
Total
Count % Count % Count % Count % Count
EV 141 51% 45 16% 31 11% 62 22% 279
STAT 62 19% 51 16% 102 31% 113 34% 328
COMMS 246 65% 42 11% 35 9% 58 15% 381
GOV 128 47% 36 13% 35 13% 74 27% 273
LEAD 195 46% 94 22% 33 8% 103 24% 425
CM 247 63% 71 18% 23 6% 51 13% 392
CC 236 61% 37 10% 27 7% 85 22% 385
EMP 113 50% 32 14% 15 7% 65 29% 225
ERM 216 76% 30 11% 14 5% 25 9% 285
QI 270 75% 48 13% 12 3% 32 9% 362
HRM 209 57% 67 18% 32 9% 59 16% 367
FA 152 50% 55 18% 33 11% 61 20% 301
PM 184 65% 46 16% 13 5% 41 14% 284
Contract 131 72% 29 16% 7 4% 16 9% 183
Total 2530 57% 683 15% 412 9% 845 19% 4470
PGLearning
Format
IW CD UG
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6.30: Competency Comparison by Averaging 
Survey respondents were asked to rank their competencies with regard to the fourteen 
competencies.  The rankings were from 1 to 5 with 1=poor, 2= average, 3=good, 4=very good, 
and 5= excellent.  The following table ranks the responses from the highest to the lowest. 
 
The top 5 competencies in which survey respondents felt they had the best skills were leadership 
skills (LEAD) at 4.04, change and complexity (CC) at 3.81, conflict management (CM) at 3.71, 
human resource management (HRM) at 3.67 and communication and information technology use 
(COMS) at 5.53, all competencies in which managers currently receive some form of training. 
Financial analysis (FA), Project Management (PM) and evidence-based management (EV) sit mid 
way in the ranking at 3.22, 3.11 and 3.09 respectively, which may indicate that some managers 
may be receiving some training in these competencies. The lowest rankings were for the use of 
statistics (STAT) and environmental and risk management (ERM) at 3.06 respectively, evaluating 
management plans (EMP) at 3.05, governance and policy development(GOV) at 2.98 and 
contract management (Contract) at 2.66.   
  
The following graph shows the average personal ranking score of the 458 survey respondents.  
 
 
1 2 3 4 5
Total
Responses
Weighted
Score
LEAD 0 9 86 239 122 456 4.04
CC 3 23 126 206 96 454 3.81
CM 3 33 128 220 71 455 3.71
HRM 4 35 137 207 70 453 3.67
COMMS 4 43 174 174 60 455 3.53
QI 5 62 169 182 35 453 3.40
PM 25 85 151 149 42 452 3.22
FA 35 94 155 129 42 455 3.11
EV 40 79 161 138 31 449 3.09
STAT 34 93 166 131 29 453 3.06
ERM 20 99 193 114 25 451 3.06
EMP 29 98 169 130 25 451 3.05
GOV 35 102 176 115 25 453 2.98
Contract 80 118 139 91 18 446 2.66
TOTAL 317 973 2130 2225 691 6336 3.32
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Figure 6.5: Average Competency Scores of Learning Formats 
This graph reflects the competency rankings of survey respondents rank with the highest rating in 
the people skills such as;  communications and information technology use (COMMS), leadership 
(LEAD), conflict management (CM), change and complexity (CC) and human resource 
management (HRM). Low ranking is evident in Evidence-based management (EV), use of 
statistics (STAT), governance and policy development (GOV), evaluating management plans 
(EMP), environmental and risk management (ERM), Quality Improvement (QI), financial 
analysis (FA), project management (PM) and contract management (Contract). The graphical 
presentation  is consistent with the data presented in the above tables.  
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6.31: Competency Self-rating and Undergraduate/Postgraduate Education  
 
Taking the lowest five rankings in each category  the following table was created:  
 
The data shows that competency training needs vary by undergraduate/postgraduate education. In 
this comparison, contract management training would appear to be needed by all groups, with 
those with a business degree rating this competency differently than the other groups. Evaluating 
Management Plans is a higher priority for those with one clinical degree and no degree than for 
other groups. Governance and Policy Development, is a learning needed which is rated 
differently by the  groups. Financial analysis is important to those with a clinical degree and those 
with neither a clinical or business degree. Use of Statistics is important to those with one clinical 
degree, those with both a clinical and business degree and those with no degree. Environmental 
and Risk management is needed for only two groups while quality Assurance is needed by only 
one. Evidence-based management is needed by only three groups; those with one business 
3.06 3.22 3.76 2.81 2.78 3.09
2.93 3.40 3.34 3.20 2.79 3.06
3.41 3.81 3.72 3.58 3.43 3.53
2.87 3.10 3.53 2.88 2.84 2.98
4.02 3.90 4.34 3.98 4.03 4.04
3.71 3.60 3.88 3.63 3.74 3.71
3.73 3.97 4.17 3.78 3.64 3.81
2.87 3.57 3.54 2.97 2.76 3.05
3.02 3.04 3.51 2.98 2.88 3.06
3.45 3.22 3.79 3.25 3.25 3.40
3.56 3.84 3.97 3.60 3.63 3.67
2.88 3.79 3.55 2.98 2.84 3.11
2.94 3.66 3.63 3.47 3.00 3.22
2.47 3.12 3.05 2.49 2.55 2.66
Evidence-based Management
Use of statistics
Communications & IT use
Governance and Policy Development
Leadership Skills
Conflict Management
Change and Complexity
Evaluating Management Plans
Environmental and Risk Management
Quality Improvement
Human Resource Management
Financial Analysis
Project Management
Contract Management
At least 1
Clinical
degree
At least 1
Business
degree
Both Clinical
and
Business
degrees
Degree but
not Clinical or
Business
No degree
at all Total
ugpgeduc  Undergraduate / Postgraduate Education
Competency 
1Clinical 
Degree
1 Business
Degree
Both 
Clinical 
& Business
Degree but 
Neither
Clincial or 
Business 
No 
Degree
Contract Management 1 3 1 1 1
Evaluating Management Plans 2 5 4 2
Governance & Policy Development 3 2 4 3 5
Financial Analysis 4 5
Use of Statistics 5 2 4
Environmental/Risk Management 1 3
Quality Assurance 4
Evidence-based management 5 2 3
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degree, those with neither a clinical or business degree and those with no degree.  What is evident 
is that the greatest competency learning needs are in the area of non-people topics. The above 
ratings show that irrespective of the educational qualifications respondents rated themselves 
higher in those competencies dealing with people.    
6.32:  Prior Competency Training and Learning Need Identification  
 
Question 9 asked respondents to indicate where they had received their competency training. 
Question 13 asked respondents to priorize their competency learning needs. More information on 
this priorized listing of learning needs will be presented in Section 6.3 of this chapter.  
The above data shows that in nearly all instances, those who already had some competency 
training were more likely to identify a need for further training in that competency. The two 
exceptions were in evaluating management plans (EMP) and contract management (contract). In 
evaluating management plans those who already had training in this competency were almost as  
likely to consider further training as those with no previous training. In contract management a 
higher percentage of those with no previous training identified a need for training in this 
competency training compared to those  who already had some training in this skill.     
 
 
 
Competency
Q9 
Those 
with no 
training 
Q13 
% who 
ID this 
learning 
Q9 
Those 
with any 
training 
Q13 
% who 
ID this 
learning 
EV 171 38.0% 279 62.0%
STAT 113 25.6% 328 74.4%
COMMS 68 15.1% 381 84.9%
GOV 171 38.5% 273 61.5%
LEAD 29 6.4% 425 93.6%
CM 59 13.1% 392 86.9%
CC 68 15.1% 385 85.0%
EMP 220 49.4% 225 50.6%
ERM 166 36.8% 285 63.2%
QI 90 19.9% 362 80.1%
HRM 87 19.2% 367 80.8%
FA 59 33.4% 301 66.6%
PM 169 37.3% 284 62.7%
Contract 268 59.4% 183 40.6%
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6.33: Competency Mean Rating and Learning Mean Rating 
(ns= not significant) 
 
The data shows that the mean rating by respondents with regard to their competency abilities and 
needed training tends to follow a similar pattern. Competencies that were rated high are the same 
ones the respondents rate high for learning [ i.e. leadership skills (LEAD) and change and 
complexity (CC)]. People skills remain their top learning needs when these are the skills they 
already have training in. Similarly, contract management (Contract), financial analysis (FA), 
governance and policy management (GOV), evaluating management plans (EMP) evidence-based 
management (EV) are all rated low in learning need. These are the skills where learning is 
needed. In section 6.3 of this chapter another listing of learning priorities will be provided by 
survey respondents. .  
 
 
 
 
 
 
 
Competency
Mean
Skill Rating
Mean
Need 
Training
Overall 
Mean
Sig
EV 3.2 2.9 3.1 <0.05
STAT 3.1 2.7 3.1 <0.05
COMMS 3.6 3.1 3.5 <0.01
GOV 3.0 2.8 3.0 ns
LEAD 4.1 3.7 4.0 <0.01
CM 3.9 3.1 3.7 <0.01
CC 3.9 3.6 3.8 <0.01
EMP 3.1 2.8 3.1 <0.05
ERM 3.1 3.0 3.1 ns
QI 3.4 3.3 3.4 ns
HRM 3.7 3.3 3.7 <0.01
FA 3.3 2.7 3.1 <0.01
PM 3.3 3.1 3.2 <0.05
Contract 2.7 2.6 2.7 ns
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6.34: Mean Rating and Prior Competency Training   
(NT= no training, IW = in-service/workshop training, FC= some formal training) 
The data shows a relationship between training and how respondents rate their competency skills. 
In all competencies those with some formal education/training (FC) rated their skills higher than 
either those with in-service/workshop training (IW) or no training (NT).  Those with no training 
(NT) rated themselves lower in all skills compared to the overall mean. A consistent pattern 
remains, as all groups rated themselves high in people skills [i.e. leadership skills (LEAD), 
change and complexity (CC), conflict management (CM), and human resource management 
(HRM)], which is consistent with the training which is available in the health authorities.   
In Tables 6.35 to 6.37 the list of fourteen competencies has been reduced to four as follows:  
 Change and complexity 
 People – to include; human resource management, communications and information 
technology use, leadership skills and conflict management.  
 Planning – to include; evidence-based management, evaluating management plans, use of 
statistics, project management, governance and policy development, environment and 
risk management and quality improvement. 
 Finances- to include financial analysis and contract management. 
 
 
 
Competency
Number 
with NT
Number 
with IW
Number 
with FC
Mean 
for NT
Mean 
for IW
Mean 
for FC
Overall
Mean
EV 167 140 136 2.4 3.3 3.7 3.1
STAT 112 62 265 2.3 3.2 3.4 3.1
COMMS 68 246 134 3.3 3.3 4.1 3.5
GOV 170 127 144 2.3 3.2 3.6 3.0
LEAD 29 195 230 3.5 3.9 4.2 4.0
CM 59 247 144 3.0 3.7 4.1 3.7
CC 67 235 149 3.2 3.7 4.2 3.8
EMP 218 112 110 2.6 3.3 3.8 3.1
ERM 164 214 68 2.5 3.3 3.9 3.1
QI 88 269 92 2.7 3.5 3.9 3.4
HRM 86 208 157 3.1 3.7 4.0 3.7
FA 150 152 149 2.3 3.2 3.8 3.1
PM 167 183 99 2.6 3.4 3.9 3.2
Contract 259 130 52 2.2 3.2 3.6 2.7
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Table 6.35: Competency Rating by Gender 
 
Figure 6.6 provides a graphical presentation of the data.  
 
 
 
 
 
 
 
 
 
Figure 6.6: Competency Rating by Gender 
 
The data shows that both males and females rate themselves high in change and complexity and 
people skills but diverge when it comes to planning and finances, with males rating themselves 
higher then females.  
 
 
 
 
2.8
3.0
3.3
3.5
3.8
4.0
Change &
Complexity
People Planning Finances
Relative Weighted Score
Male
Female
Competency Rating
Male Female
Change & Complexity 3.8 3.8
People 3.7 3.8
Planning 3.2 3.1
Finances 3.2 2.8
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Table 6.36: Competency Rating by Age 
 
Figure 6.7 provides a graphical presentation of the data.  
 
 
 
 
 
 
 
 
Figure 6.7: Competency Rating by Age 
The data shows that all age groups rate themselves high in change and complexity and people 
skills and lower in planning and lower still in financial skills.   
Table 6.37:  Competency Rating by Undergraduate/Postgraduate Education 
 
Figure 6.8 provides a graphical presentation of the data.  
2.8
3.0
3.3
3.5
3.8
4.0
Change &
Complexity
People Planning Finances
Relative Weighted Score
40 or less
41 - 50
51+
Competency Rating
40 or less 41 - 50 51+
Change & Complexity 3.8 3.7 3.9
People 3.8 3.7 3.8
Planning 3.1 3.1 3.1
Finances 3.0 2.9 2.8
Competency Rating No
Degree
Undergraduate Postgraduate
Change & Complexity 3.6 3.9 4.0
People 3.7 3.7 3.8
Planning 2.9 3.2 3.3
Finances 2.7 2.9 3.1
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Figure 6.8:  Competency Rating by Undergraduate/Postgraduate  Education 
The data shows that those with postgraduate education rate themselves higher than those with 
undergraduate education and no degree in all four categories. The pattern for all three groups 
shows a higher rating in change and complexity and people skills with a lower rating in planning 
and lower still in finances.   
 
In summary, Tables 6.28 to 6.37 on management education found that with regard to the 
fourteen competencies, 59% of all training has been through in-service, workshops or seminar 
educational programs. The self-rating data shows that the ratings vary by gender, age and 
undergraduate/postgraduate education. The self-ratings also showed a consistency pattern with 
respondents rating themselves high in change and complexity and people skills and lower in other 
skills. Those with prior education were also more likely to see the need for more competency 
learning.  
 
 
 
 
 
2.5
2.8
3.0
3.3
3.5
3.8
4.0
4.3
Change &
Complexity
People Planning Finances
Relative Weighted Score
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6.2.5 Educational delivery  
Tables 6.38 to 6.74 deal with data relative to the delivery of education addressing such features as 
how health reform has changed the learning environment, more academic credit, how familiar 
respondents are to distance and e-learning, reasons why e-learning has not been chosen, and 
rating classroom, distance and e-learning. In this first segment, Tables 6.38 to 6.47 deal with 
change in the learning environment and the need for more academic credit.   
6.2.6 Educational change due to health reform  
Table 6.38: Education Change Due to Health Reform 
   (Note: Respondents in this question could select more than one variable in this question.)   
The data shows a shift in the thinking of health-care managers especially in their views towards 
lifelong learning (85.4%) and personal responsibility (66.0 %) for their learning in comparison to 
the past where they relied extensively on their health organization to provide such learning.     
81.5% indicate that new skills are needed quickly and 60.5 % indicate their working environment 
is too stressful for learning.  
For greater ease in data analysis the above list of variables has been reduced to four as follows:   
 Skills outdated, to include; ‘former skills are obsolescent’ and ‘new skills needed 
quickly’. 
  Difficult working environment, to include; ‘stressful environment’ and ‘competencies 
not clearly defined’. 
 Increased learning responsibilities, to include; ‘managers are more responsible for their 
own learning’ and ‘lifelong learning has become necessary’. 
 No change  
7 1.5%
184 40.6%
74 16.3%
369 81.5%
274 60.5%
299 66.0%
387 85.4%
67 14.8%
453 366.7%
No change has occurred
Competencies not clearly defined
Former skills are obsolescent
New skills are needed quickly
Stressful environment makes learning difficult
Managers more responsible for their own education
Life long learning has become necessary
Other
How
educational
needs have
changed
Total
Cases
Col
Response %
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The following tables shows the restructured variables.  
 
The data shows, in priority, the three key issues affecting the learning environment of health-care 
managers following health reform are increased learning responsibilities (92.9%), need for new 
skills (82.6%) and a working environment which makes learning difficult (73.5%) . These points 
will be examined further in chapter seven.   
Table 6.39: Educational Change Due to Health Reform by Gender  
Cross-tabulation by question 24 (educational need change due to health reform) and question 5 
(gender).   
 
In all three categories (skills outdated, difficult working environment and increased learning 
responsibilities) females outnumber males.  73.9% of females indicate their skills are outdated.   
 
371 82.6%
330 73.5%
417 92.9%
7 1.6%
449 250.6%
Skills outdated
Difficult working environment
Increased learning responsibilities
No change
How education
needs have
changed (grouped)
Total
Cases
Col
Response %
97 274 371
26.1% 73.9% 100.0%
78.9% 84.0% 82.6%
95 235 330
28.8% 71.2% 100.0%
77.2% 72.1% 73.5%
114 303 417
27.3% 72.7% 100.0%
92.7% 92.9% 92.9%
1 6 7
14.3% 85.7% 100.0%
.8% 1.8% 1.6%
123 326 449
68.4% 182.2% 250.6%
249.6% 250.9% 250.6%
Cases
Row %
Col %
Skills outdated
Cases
Row %
Col %
Difficult working
environment
Cases
Row %
Col %
Increased learning
responsibilities
Cases
Row %
Col %
No change
How
education
needs
have
changed
(grouped)
Cases
Row %
Col %
Total
Male Female
Gender
Total
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Table 6.40: Educational Change Due to Health Reform by Age 
Cross-tabulation by question 24 (educational need change due to health reform) and question 4 
(age).   
 
Those over 41 years of age indicate their skills are outdated.(84.9%), they have a difficult 
working environment for learning (84.8%) and they have increased learning responsibilities 
(85.1%).   
 
 
 
 
 
 
 
 
 
56 153 162 371
15.1% 41.2% 43.7% 100.0%
81.2% 84.5% 81.4% 82.6%
50 136 144 330
15.2% 41.2% 43.6% 100.0%
72.5% 75.1% 72.4% 73.5%
62 167 188 417
14.9% 40.0% 45.1% 100.0%
89.9% 92.3% 94.5% 92.9%
1 2 4 7
14.3% 28.6% 57.1% 100.0%
1.4% 1.1% 2.0% 1.6%
69 181 199 449
37.6% 102.0% 110.9% 250.6%
244.9% 253.0% 250.3% 250.6%
Cases
Row %
Col %
Skills outdated
Cases
Row %
Col %
Difficult working
environment
Cases
Row %
Col %
Increased learning
responsibilities
Cases
Row %
Col %
No change
How
education
needs
have
changed
(grouped)
Cases
Row %
Col %
Total
40 or less 41-50 51+
Age group
Total
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Table 6.41: Educational Change Due to Health Reform by Urban/Non-urban Location  
Cross-tabulation by question 24 (educational need change due to health reform) and question 2 
(work location).   
 
The majority of respondents working in urban locations in the province have problems in all three 
categories. However, with 95% of respondents coming from urban areas this data may not 
provide enough of a comparison with non-urban respondents.   
Table 6.42: Educational Change Due to Health Reform by Undergraduate/Postgraduate 
Education  
 
The variation in all three categories is only slightly different whether the respondents has 
postgraduate, undergraduate or no degree.  Postgraduates lead the others in recognizing health 
reform has resulted in their skills being outdated and their working environment has presented 
No 
Degree
%
No Degree
Under-
graduate
% Under-
graduate
Post-
Graduate
%
Post-Grad
Skills Outdated 73 82% 283 80% 190 84%
Difficult Working Conditions 63 71% 255 72% 170 75%
Increased Learning Responsibilities 85 96% 317 90% 214 95%
No Change 1 1% 6 2% 4 2%
341 19 360
94.7% 5.3% 100.0%
83.2% 86.4% 83.3%
302 17 319
94.7% 5.3% 100.0%
73.7% 77.3% 73.8%
380 21 401
94.8% 5.2% 100.0%
92.7% 95.5% 92.8%
7 0 7
100.0% .0% 100.0%
1.7% .0% 1.6%
410 22 432
238.4% 13.2% 251.6%
251.2% 259.1% 251.6%
Cases
Row %
Col %
Skills outdated
Cases
Row %
Col %
Difficult working
environment
Cases
Row %
Col %
Increased learning
responsibilities
Cases
Row %
Col %
No change
How
education
needs
have
changed
(grouped)
Cases
Row %
Col %
Total
Urban Rural
Postcode grouped
Total
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new challenges. Respondents with no degree led the others in recognizing health reform has 
increased their learning responsibilities.   
Figure 6.9 to Figure 6.12 has consolidated the data in the above tables in a graphical format 
addressing the four issues of skills outdated, difficult working environment, increased learning 
responsibilities and no change.     
Figure 6.9:  Skills outdated due to Health Reform 
The graph shows that those having the greatest difficulty with outdated skills due to health reform 
are females, over 41 years of age, working in an urban location, with both undergraduate and 
postgraduate education.   
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Figure 6.10:  Difficult Working Environment Due to Health reform 
The graph shows that those who feel their difficult working environment due to health which 
makes learning difficult are females, over 41 years of age, working in an urban location, with 
both undergraduate and postgraduate education.   
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Figure 6.11: Increased Learning Responsibilities Due to Health Reform 
The graph shows that those who feel they have increased learning responsibilities due to health 
reform are females, over 41 years of age, working in an urban location, with both undergraduate 
and postgraduate education.   
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Figure 6.12:  No Change Due to Health reform 
Of those who selected ‘no change’ due to health reform, the majority were female, over 51 years 
of age, working in an urban location, with both undergraduate and postgraduate education.  
 
In summary, Tables 6.38 to 6.42 on education change due to health reform found that the 
majority of respondents recognize their need for lifelong learning (85.5%), increased learning 
responsibility (92.9%), the need for new skills (82.6%) and a difficult working environment is 
making learning difficult (73.5%). Those mainly affected by these issues are females, over 41 
years of age, working in an urban location with both undergraduate and postgraduate education.    
 
Tables 6.43 to 6.47 presents data with regard to how respondents view the need for more 
academic credit.    
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Table 6.43: Academic Credit for Professional Experience 
 
The majority (60.5 %)of survey respondents would like to receive academic credit for their 
professional experience.  
Table 6.44: Academic Credit for Other Learning   
 
The majority (76.4 %) of respondents would like to receive academic credit for other education 
such as in-service, workshops, seminars and non-formal learning.  
6.45: Academic Credit for Experience and Other Learning by Gender 
Q22  Should receive academic credit for years of prefessional experience
277 60.5 61.4 61.4
119 26.0 26.4 87.8
55 12.0 12.2 100.0
451 98.5 100.0
7 1.5
458 100.0
Yes
No
Don't know
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
Q23  Certain education programs should count towards a higher degree
350 76.4 77.6 77.6
67 14.6 14.9 92.5
34 7.4 7.5 100.0
451 98.5 100.0
7 1.5
458 100.0
Yes
No
Don't know
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
79 (28.5) 198 (71.5)
32 (26.9) 87 (73.1)
92 (26.3) 258 (73.7)
24 (35.8) 43 (64.2)
Academic credit wanted for
experience
Academic credit not wanted for
experience
Academic credit wanted for
other learning
Academic credit not wanted for
other learning
Male Female
Gender
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More females (71.5%) than males (28.5%) want academic credit for experience and more females 
(73.7%) than males (26.3%) want academic credit for other learning.   
6.46:  Academic Credit for Experience and Other Learning by Age  
 
Academic credit for experience is highest (49.5%) in those over 51 years of age  followed by the  
group 41-50 years of age. The same pattern holds for academic credit for other learning with the 
highest (45.7%) in the over 51 age group followed by the group 41-50 years of age.  
Table 6.46: Academic Credit for Experience and Other Learning by Undergraduate/ 
Postgraduate Education  
 
Academic credit for experience and other learning is highest (42.6% and 46.3% respectively) for 
those with both undergraduate and postgraduate education .  
 
Figures 6.13 and 6.14 provide a graphical presentation of the above data.  
29 (10.5) 111 (40.1) 137 (49.5)
26 (21.8) 45 (37.8) 48 (40.3)
43 (12.3) 147 (42.0) 160 (45.7)
18 (26.9) 22 (32.8) 27 (40.3)
Academic credit wanted for
experience
Academic credit not wanted for
experience
Academic credit wanted for other
learning
Academic credit not wanted for
other learning
40 or less 41-50 51+
Age group
92 (33.2) 118 (42.6) 67 (24.2)
27 (22.7) 87 (73.1) 5 (4.2)
114 (32.6) 162 (46.3) 74 (21.1)
13 (19.4) 52 (77.6) 2 (3.0)
Academic credit wanted for
experience
Academic credit not wanted for
experience
Academic credit wated for other
learning
Academic credit not wanted for
other learning
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
Qualifications
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Figure 6.13:  Academic Credit for Experience 
The graph shows that those wanting more academic credit for experience are  females, over 41 
years of age with both undergraduate and postgraduate education.  
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Figure 6.14: Academic Credit for Other Learning 
The graph shows that those wanting more academic credit for other learning is more evident are  
females, over 41 years of age with both undergraduate and postgraduate education.  
 
In summary, Tables 6.42 to 6.47 on the need for more academic credit found that the majority 
(60.5%) of respondents want more academic credit for their professional experience and (76.4%) 
more credit for other learning. Those wanting this increased academic credit are females, over 41 
years of age, with both undergraduate and postgraduate education.  
 
Tables 6.48 to 6.61 presents data with regard to respondent experience with distance and         
e-learning and how respondents rate themselves with regard to their computer and Internet skills 
needed for e-learning.   
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6.2.7  Respondent familiarity with distance and e-learning 
Table 6.48: Respondents' Distance Learning Experience 
 
The majority (66.6 %) of survey respondents have had some experience with distance learning.  
 
Table 6.49: Respondents’ Interest in  Further Distance Learning 
 
The majority (77.4 %) of respondents indicated they would be interested in further distance 
learning.   
6.50: Distance Learning Experience/Interest by Gender 
Q14  Ever taken a distance learning course
305 66.6 73.0 73.0
106 23.1 25.4 98.3
7 1.5 1.7 100.0
418 91.3 100.0
40 8.7
458 100.0
Yes
No
Don't know
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
Q15  Interested in taking another distance learning course
254 55.5 77.4 77.4
40 8.7 12.2 89.6
34 7.4 10.4 100.0
328 71.6 100.0
130 28.4
458 100.0
Yes
No
Don't know
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
76 (24.9) 229 (75.1)
34 (32.1) 72 (67.9)
63 (24.8) 191 (75.2)
11 (27.5) 29 (72.5)
Yes
No
Q14  Ever taken a distance
learning course
Yes
No
Q15  Interested in taking another
distance learning course
Male Female
Q5  Gender
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The majority (75.1%) of females have taken  a distance learning course and the majority (75.2%) 
of females would be interested in taking another distance learning course. 
6.51: Distance Learning Experience/Interest by Age 
 
The highest percentage (43.9%) of those with distance learning experience are in the 51+ age 
group. Those interested in pursuing another distance learning course are over 41 years of age.   
6.52: Distance  Learning Experience/Interest by Urban/Non-urban Location 
 
The majority of those working in urban locations have taken a distance learning course (93.5%) 
and are interested in taking another distance learning course (93.4%).   
6.53: Distance Learning Experience/Interest by Undergraduate/Postgraduate Education 
 
52 (17.0) 119 (39.0) 134 (43.9)
15 (14.2) 47 (44.3) 44 (41.5)
42 (16.5) 106 (41.7) 106 (41.7)
7 (17.5) 13 (32.5) 20 (50.0)
Yes
No
Q14  Ever taken a distance
learning course
Yes
No
Q15  Interested in taking another
distance learning course
40 or less 41-50 51+
q4gr  Age group
274 (93.5) 19 (6.5)
101 (99.0) 1 (1.0)
228 (93.4) 16 (6.6)
36 (94.7) 2 (5.3)
Yes
No
Q14  Ever taken a distance
learning course
Yes
No
Q15  Interested in taking another
distance learning course
Urban Rural
q2gr  Postcode grouped
103 (33.8) 154 (50.5) 48 (15.7)
23 (21.7) 61 (57.5) 22 (20.8)
82 (32.3) 128 (50.4) 44 (17.3)
14 (35.0) 23 (57.5) 3 (7.5)
Yes
No
Q14  Ever taken a distance
learning course
Yes
No
Q15  Interested in taking another
distance learning course
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
havedegree  Qualifications
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The majority (50.5%) of those with both undergraduate and postgraduate education have taken a 
distance learning course, and the majority (50.4%) of the same group would take another distance 
learning course. 
Table 6.54: Respondents' Experience with E-Learning  
 
43% of respondents have had experience with e-learning.  
Table 6.55: E-Learning Experience by Gender 
Cross-tabulation by question 16 (experience with internet-based learning) and question 5 
(gender). 
Q16  Ever participated in internet-based education course
197 43.0 47.6 47.6
208 45.4 50.2 97.8
9 2.0 2.2 100.0
414 90.4 100.0
44 9.6
458 100.0
Yes
No
Don't know
Total
Valid
SystemMissing
Total
Frequency Percent Valid Percent
Cumulative
Percent
Crosstab
46 151 197
51.6 145.4 197.0
23.4% 76.6% 100.0%
43.4% 50.5% 48.6%
60 148 208
54.4 153.6 208.0
28.8% 71.2% 100.0%
56.6% 49.5% 51.4%
106 299 405
106.0 299.0 405.0
26.2% 73.8% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q16  Ever participated
in internet-based education
course
% within Q5  Gender
Count
Expected Count
% within Q16  Ever participated
in internet-based education
course
% within Q5  Gender
Count
Expected Count
% within Q16  Ever participated
in internet-based education
course
% within Q5  Gender
Yes
No
Q16  Ever participated
in internet-based
education course
Total
Male Female
Q5  Gender
Total
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The majority (76.6%) of those with e-learning experience are females. The Chi Square Test       
[x
2
 (1) = 1.58, p>0.05] shows that there is no association between the two variables. (.209) 
 
Table 6.56: E-learning Experience by Age 
Cross-tabulation by question 16 (experience with internet-based learning) and question 4 (age).   
 
79.1% of respondents 41 years and older have had experience with e-learning. The Chi Square 
Test [x
2
 (2) = 5.21, p>0.05] shows that there is no association between the two variables. 
 
 
 
 
 
 
 
Crosstab
41 77 79 197
32.6 79.3 85.1 197.0
20.8% 39.1% 40.1% 100.0%
61.2% 47.2% 45.1% 48.6%
26 86 96 208
34.4 83.7 89.9 208.0
12.5% 41.3% 46.2% 100.0%
38.8% 52.8% 54.9% 51.4%
67 163 175 405
67.0 163.0 175.0 405.0
16.5% 40.2% 43.2% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q16  Ever
participated in internet-based
education course
% within q4gr  Age group
Count
Expected Count
% within Q16  Ever
participated in internet-based
education course
% within q4gr  Age group
Count
Expected Count
% within Q16  Ever
participated in internet-based
education course
% within q4gr  Age group
Yes
No
Q16  Ever participated
in internet-based
education course
Total
40 or less 41-50 51+
q4gr  Age group
Total
   
Chapter Six: Findings  214   
Table 6.57: E-learning Experience by Urban/Non-urban Location  
Cross-tabulation by question 16 (experience with internet-based learning) and question 2 (work 
location).   
 
93.6% of respondents working in an urban location have had experience with e-learning. The Chi 
Square Test [x
2
 (1) = 0.69, p>0.05] shows that there is no association between the two variables.  
 
 
 
 
 
 
Crosstab
176 12 188
177.9 10.1 188.0
93.6% 6.4% 100.0%
47.8% 57.1% 48.3%
192 9 201
190.1 10.9 201.0
95.5% 4.5% 100.0%
52.2% 42.9% 51.7%
368 21 389
368.0 21.0 389.0
94.6% 5.4% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q16  Ever participated
in internet-based education
course
% within q2gr  Postcode
grouped
Count
Expected Count
% within Q16  Ever participated
in internet-based education
course
% within q2gr  Postcode
grouped
Count
Expected Count
% within Q16  Ever participated
in internet-based education
course
% within q2gr  Postcode
grouped
Yes
No
Q16  Ever participated
in internet-based
education course
Total
Urban Rural
q2gr  Postcode
grouped
Total
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Table 6.58: Have Computer/Internet Skills for E-learning 
 
The majority (85%) of respondents indicated they have the skills for e-learning.   
Table 6.59:Computer/Internet Skills by Undergraduate/Postgraduate Education 
 
The majority (52.4%) of those with undergraduate/postgraduate education indicate they have the 
computer/Internet skills for e-learning. The Chi Square Test [x
2
 (2) = 0.78, p>0.05] shows that 
there is no association between the two variables. 
 
 
 
Response Count Percent
Yes 391 85%
No 20 4%
Don't know 30 7%
No Response 17 4%
Total 458 100%
Crosstab
118 205 68 391
118.9 205.5 66.6 391.0
30.2% 52.4% 17.4% 100.0%
94.4% 94.9% 97.1% 95.1%
7 11 2 20
6.1 10.5 3.4 20.0
35.0% 55.0% 10.0% 100.0%
5.6% 5.1% 2.9% 4.9%
125 216 70 411
125.0 216.0 70.0 411.0
30.4% 52.6% 17.0% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within havedegree 
Qualifications
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within havedegree 
Qualifications
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within havedegree 
Qualifications
Yes
No
Q20  Have the
computer and internet
skills to study online
Total
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
havedegree  Qualifications
Total
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6.60: Computer/Internet Skills by Clinical/Business Undergraduate Education 
 
The largest percentage (35.6%) of those with nursing undergraduate education indicate they have 
the computer/Internet skills for e-learning. This is followed by those with other undergraduate 
education. The Chi Square Test [x
2
 (3) = 2.99, p>0.05] shows that there is no association between 
the two variables. 
 
 
 
 
 
 
 
 
 
Crosstab
115 81 37 90 323
116.5 78.6 36.0 91.9 323.0
35.6% 25.1% 11.5% 27.9% 100.0%
93.5% 97.6% 97.4% 92.8% 94.7%
8 2 1 7 18
6.5 4.4 2.0 5.1 18.0
44.4% 11.1% 5.6% 38.9% 100.0%
6.5% 2.4% 2.6% 7.2% 5.3%
123 83 38 97 341
123.0 83.0 38.0 97.0 341.0
36.1% 24.3% 11.1% 28.4% 100.0%
100.0% 100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within q6gr2 
Undergraduate education
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within q6gr2 
Undergraduate education
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within q6gr2 
Undergraduate education
Yes
No
Q20  Have the
computer and internet
skills to study online
Total
Nursing
Healthcare
related
Business /
Mgmt Other UG
q6gr2  Undergraduate education
Total
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6.61: Computer/Internet Skills by Clinical/Business Postgraduate Education  
 
The highest percentage (47.3%) of those with postgraduate business/management education 
indicate they have the computer/Internet skills for e-learning.  The Chi Square Test [x
2
 (3) = 8.99, 
p<0.05] shows that there is a statistical significant association between the two variables. 
 
In summary, Tables 6.48 to 6.61 on the familiarity with distance and e-learning found that the 
majority (66.6%) of respondents had experience with distance learning and 77.4% would consider 
another distance learning course. Distance learning experience was found with more females, 
over 41 years of age, working in an urban location with both undergraduate and postgraduate 
education.  43% of respondents have e-learning experience. Those with e-learning experience 
followed a similar pattern to those with distance learning experience being female, over 41 years 
of age, working in an urban location. 85% of respondents indicate they have the 
computer/internet skills for e-learning, particularly those with undergraduate and postgraduate 
education.      
 
Tables 6.62 to 6.68 provide data on why respondents did not choose e-learning.   
Crosstab
34 24 97 50 205
35.1 26.6 93.0 50.3 205.0
16.6% 11.7% 47.3% 24.4% 100.0%
91.9% 85.7% 99.0% 94.3% 94.9%
3 4 1 3 11
1.9 1.4 5.0 2.7 11.0
27.3% 36.4% 9.1% 27.3% 100.0%
8.1% 14.3% 1.0% 5.7% 5.1%
37 28 98 53 216
37.0 28.0 98.0 53.0 216.0
17.1% 13.0% 45.4% 24.5% 100.0%
100.0% 100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within q7gr3 
Postgraduate education
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within q7gr3 
Postgraduate education
Count
Expected Count
% within Q20  Have the
computer and internet
skills to study online
% within q7gr3 
Postgraduate education
Yes
No
Q20  Have the
computer and internet
skills to study online
Total
Nursing
Healthcare
related
Business /
Mgmt Other PG
q7gr3  Postgraduate education
Total
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Table 6.62: Reasons E-learning Not Chosen 
 
Of the 223  responses to this question, the majority (43%) indicated that they preferred face-to-
face  (i.e. classroom) learning. This was not a surprise in light of the dominant preference for a 
classroom delivery format by the health authorities. Technology issues were identified by 40%  
who had no computer, were not adept at using a computer or the Internet and/or could not get 
time on a home computer for study. 37%  indicated they were unaware of e-learning programs. 
Comments in the ‘other’ category of this question showed the two largest groups either did not 
have time for study after a busy workday due to family responsibilities, or e-learning courses 
were either not available or not appealing.  
Further analysis of this data was done with a smaller number of variables. A smaller grouping 
of three was created as follows: 
 Prefer face-to-face learning 
 Technological Problems, to include; do not have a home computer, cannot get 
enough time of the home computer for studies, do not like to use the Internet for 
studies, not adept at using a computer and not adept at using the Internet. 
 Lack of Awareness, to include; unaware of courses and never thought of it.   
Never thought of it 12 10%
Do not have a home 
computer
10 8%
Cannot get enough time on 
the home computer for 
20 16%
Do not like to use the 
internet to study
15 12%
Prefer face-to-face 
learning situations
54 43%
Don't like studying alone 10 8%
Not adept at using the 
computer
9 7%
Not adept at using the 
internet
11 9%
Unaware of what internet 
courses are available
46 37%
Other 36 29%
Reasons: Count % 
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6.63: E-learning Not Chosen by Gender  
 
The highest percentage of those not choosing e-learning were females, 55.9.%  prefer face-to-face 
learning and 45.5% because of technological problems. The majority (68.8%) of those lacking 
awareness of e-learning resources were females.    
6.64: E-learning Not Chosen by Age 
 
The majority (58.6%) not choosing e-learning because they preferred face-to-face learning were 
51+ years of age.  The largest percentage (49.4%) not choosing e-learning because of technical 
33 81 114
28.9% 71.1% 100.0%
52.4% 55.9% 54.8%
20 66 86
23.3% 76.7% 100.0%
31.7% 45.5% 41.3%
35 77 112
31.3% 68.8% 100.0%
55.6% 53.1% 53.8%
63 145 208
42.3% 107.7% 150.0%
139.7% 154.5% 150.0%
Cases
Row %
Col %
 Prefer face to
face learning
Cases
Row %
Col %
Technological
problems
Cases
Row %
Col %
Lack awareness
Why not
considered
e-learning
Cases
Row %
Col %
Total
Male Female
Gender
Total
13 43 58 114
11.4% 37.7% 50.9% 100.0%
59.1% 49.4% 58.6% 54.8%
10 43 33 86
11.6% 50.0% 38.4% 100.0%
45.5% 49.4% 33.3% 41.3%
12 46 54 112
10.7% 41.1% 48.2% 100.0%
54.5% 52.9% 54.5% 53.8%
22 87 99 208
16.8% 63.5% 69.7% 150.0%
159.1% 151.7% 146.5% 150.0%
Cases
Row %
Col %
 Prefer face to
face learning
Cases
Row %
Col %
Technological
problems
Cases
Row %
Col %
Lack awareness
Why not
considered
e-learning
Cases
Row %
Col %
Total
40 or less 41-50 51+
Age group
Total
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problems were 41-50 years of age.  The majority (54.5%) not choosing e-learning because of a 
lack of awareness of resources were 51+ years of age.  
6.65: E-learning Not Chosen by Urban/Non-urban Location  
 
The majority not choosing e-learning were from urban locations for all three variables; preferring 
face-to-face learning (55.7%), technological problems (42.8%) and a lack of awareness of 
resources (53.1%).  
 
 
 
 
 
 
 
 
 
 
 
108 2 110
98.2% 1.8% 100.0%
55.7% 25.0% 54.5%
83 1 84
98.8% 1.2% 100.0%
42.8% 12.5% 41.6%
103 6 109
94.5% 5.5% 100.0%
53.1% 75.0% 54.0%
194 8 202
145.5% 4.5% 150.0%
151.5% 112.5% 150.0%
Cases
Row %
Col %
 Prefer face to
face learning
Cases
Row %
Col %
Technological
problems
Cases
Row %
Col %
Lack awareness
Why not
considered
e-learning
Cases
Row %
Col %
Total
Urban Rural
Postcode grouped
Total
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6.66: E-learning Not Chosen by Undergraduate/Postgraduate Education  
   
The majority (64.9%) of those with both undergraduate and postgraduate education did not 
choose e-learning because they prefer face-to-face learning. The highest percentage  (46.2%) of 
those with just undergraduate education did not choose e-learning because of technological 
problems.  The majority (59.2%) of those with no degree did not choose e-learning because of a 
lack of awareness of e-learning resources.  
 
 
 
 
 
 
 
 
 
 
31 61 22 114
27.2% 53.5% 19.3% 100.0%
47.7% 64.9% 44.9% 54.8%
30 35 21 86
34.9% 40.7% 24.4% 100.0%
46.2% 37.2% 42.9% 41.3%
36 47 29 112
32.1% 42.0% 25.9% 100.0%
55.4% 50.0% 59.2% 53.8%
65 94 49 208
46.6% 68.8% 34.6% 150.0%
149.2% 152.1% 146.9% 150.0%
Cases
Row %
Col %
 Prefer face to
face learning
Cases
Row %
Col %
Technological
problems
Cases
Row %
Col %
Lack awareness
Why not
considered
e-learning
Cases
Row %
Col %
Total
Have UG
degree
Have both
UG and PG
degrees
Do not have
a degree
Qualifications
Total
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6.67: E-learning Not Chosen by Clinical/Business Undergraduate Education 
    
The majority of those with business/management undergraduate education did not choose           
e-learning because they prefer face-to-face learning (62.5%), and for technological problems 
(50.0%) .  The majority (60.5%) of those with healthcare related undergraduate education did not 
choose e-learning because of a lack of awareness of resources.  
6.68: E-learning Not Chosen by Clinical/Business Postgraduate Education  
 
The majority (76.7%) of those with business/management postgraduate education did not choose 
e-learning because they prefer face-to-face learning. The majority (50.0%) of those with 
healthcare related postgraduate education did not choose e-learning because of technological 
31 22 10 29 92
33.7% 23.9% 10.9% 31.5% 100.0%
60.8% 51.2% 62.5% 59.2% 57.9%
19 18 8 20 65
29.2% 27.7% 12.3% 30.8% 100.0%
37.3% 41.9% 50.0% 40.8% 40.9%
25 26 7 25 83
30.1% 31.3% 8.4% 30.1% 100.0%
49.0% 60.5% 43.8% 51.0% 52.2%
51 43 16 49 159
47.2% 41.5% 15.7% 46.5% 150.9%
147.1% 153.5% 156.3% 151.0% 150.9%
Cases
Row %
Col %
 Prefer face to
face learning
Cases
Row %
Col %
Technological
problems
Cases
Row %
Col %
Lack awareness
Why not
considered
e-learning
Cases
Row %
Col %
Total
Nursing
Healthcare
related
Business /
Mgmt Other UG
Undergraduate education
Total
16 11 23 11 61
26.2% 18.0% 37.7% 18.0% 100.0%
69.6% 55.0% 76.7% 52.4% 64.9%
10 10 7 8 35
28.6% 28.6% 20.0% 22.9% 100.0%
43.5% 50.0% 23.3% 38.1% 37.2%
11 11 12 13 47
23.4% 23.4% 25.5% 27.7% 100.0%
47.8% 55.0% 40.0% 61.9% 50.0%
23 20 30 21 94
39.4% 34.0% 44.7% 34.0% 152.1%
160.9% 160.0% 140.0% 152.4% 152.1%
Cases
Row %
Col %
 Prefer face to
face learning
Cases
Row %
Col %
Technological
problems
Cases
Row %
Col %
Lack awareness
Why not
considered
e-learning
Cases
Row %
Col %
Total
Nursing
Healthcare
related
Business /
Mgmt Other PG
Postgraduate education
Total
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problems. The majority (61.9%) with other postgraduate education did not choose e-learning 
because of a lack of awareness of resources.  
 
In summary, Tables 6.62 to 6.68 on the reasons why e-learning was not chosen found that 43% 
of respondents prefer face-to-face learning; mainly female, 51+ years of age, working in an urban 
location and  with undergraduate and postgraduate education. 40% of respondents indicated they 
have technological problems; mainly female, 41 to 50 years of age , working in an urban location 
with undergraduate education. 37% of respondents indicated they were unaware of e-learning 
resources; mainly females,  51+ years of age, working in an urban location with no degree.  
 
Tables 6.69 to 6.73 provides data in the comparison of the three educational delivery methods; 
classroom learning, paper-based distance learning and e-learning.    
6.2.8   Comparison of classroom, distance and e-learning 
Survey respondents were asked to compare classroom learning, paper-based distance learning and 
e-learning by rating thirteen variables on a scale of 1 to 5, where 1=poor, 2= average, 3=good, 
4=very good, and 5= excellent. The thirteen variables are:  
 Course choices tailored to the learner  
 Course duration tailored to the learner  
 Course accessible when needed  
 Registration is flexible  
 Course guidelines are clearly stated  
 Opportunities for evaluation of progress  
 Pace of course is tailored to the learner  
 Technology aspects easy to learn  
 Group work  for learning  
 Assignments are clear  
 Reading/other resources easy to access  
 Good discussion/interaction with other students  
 Instructor access is flexible and timely  
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6.69: Rating of Classroom-based Learning  
 
Classroom –based learning is rated high in the following variables; good interaction with other 
students, group work for learning, assignments are clear, course guidelines are clearly stated and 
opportunities for evaluation and progress. Low ratings were given for such variables as; course 
accessible when needed, registration is flexible, pace of course tailored to learner and course 
duration tailored to learner.  
6.70: Rating of Paper-based Distance Learning  
 
Paper-based distance learning is rated high in such variables as; course guidelines clearly stated, 
assignments are clear, course accessible when needed, pace of course tailored to learner and 
course duration tailored to learner. Low ratings were for such variables as; good interaction with 
31 57 144 126 73 27 458 3.35
98 116 123 55 31 35 458 2.54
137 163 79 21 21 37 458 2.11
104 119 133 38 27 37 458 2.44
4 18 102 174 127 33 458 3.95
2 24 101 177 120 34 458 3.92
74 136 150 43 20 35 458 2.52
8 26 97 137 140 50 458 3.92
5 8 28 138 252 27 458 4.45
1 8 95 178 139 37 458 4.06
5 36 131 161 89 36 458 3.69
2 3 22 123 272 36 458 4.56
15 45 127 145 89 37 458 3.59
Classroom
Course choices tailored to learner
Course duration tailored to learner
Course accessible when needed
Registration is flexible
Course guidelines clearly stated
Opportunities for evaluation of progress
Pace of course tailored to learner
Technology aspects easy to learn
Group work for learning
Assignments are clear
Reading / other resources easy to access
Good interaction with other students
Instructor access flexible and timely
Poor 2 3 4 Excellent
Missing Total N Mean
Total
22 71 178 118 31 38 458 3.15
10 46 149 157 54 42 458 3.48
14 39 133 153 76 43 458 3.57
16 53 166 124 53 46 458 3.35
4 12 122 174 105 41 458 3.87
13 63 157 136 43 46 458 3.32
8 48 140 164 63 35 458 3.53
17 58 146 111 70 56 458 3.40
130 159 90 30 9 40 458 2.11
5 24 161 146 73 49 458 3.63
6 46 169 137 55 45 458 3.46
132 151 97 23 3 52 458 2.05
46 104 177 62 18 51 458 2.76
Paper-based distance learning
Course choices tailored to learner
Course duration tailored to learner
Course accessible when needed
Registration is flexible
Course guidelines clearly stated
Opportunities for evaluation of progress
Pace of course tailored to learner
Technology aspects easy to learn
Group work for learning
Assignments are clear
Reading / other resources easy to access
Good interaction with other students
Instructor access flexible and timely
Poor 2 3 4 Excellent
Missing Total N Mean
Total
   
Chapter Six: Findings  225   
other students, group work for learning, instructor access flexible and timely, and course choices 
tailored to learner.  
6.71: Rating of E-learning 
 
E-learning is rated high in such variables as; course accessible when needed, pace of course 
tailored to the learner, registration is flexible, course guidelines clearly stated, and course duration 
tailored to learner. Low ratings were for such variables as; instructor access is flexible and timely, 
technology aspects easy to learn, course choices tailored to learner and opportunities for 
evaluation and progress.    
6.72: Comparison of Three Learning Delivery Methods 
 
 
21 38 111 174 71 43 458 3.57
7 31 88 159 122 51 458 3.88
4 6 41 152 207 48 458 4.35
8 16 93 158 137 46 458 3.97
7 10 104 168 117 52 458 3.93
9 40 116 168 69 56 458 3.62
4 25 61 171 153 44 458 4.07
14 43 153 132 57 59 458 3.44
81 107 103 79 30 58 458 2.68
8 28 137 158 74 53 458 3.65
9 16 101 181 101 50 458 3.86
81 95 111 78 34 59 458 2.72
47 65 144 101 45 56 458 3.08
Online learning
Course choices tailored to learner
Course duration tailored to learner
Course accessible when needed
Registration is flexible
Course guidelines clearly stated
Opportunities for evaluation of progress
Pace of course tailored to learner
Technology aspects easy to learn
Group work for learning
Assignments are clear
Reading / other resources easy to access
Good interaction with other students
Instructor access flexible and timely
Poor 2 3 4 Excellent
Missing Total N Mean
Total
ClassRm Distance E-lng Overall
Course choices tailored to learner 3.35 3.15 3.57 3.38
Course duration tailored to learner 2.54 3.48 3.88 3.31
Course accessible when needed 2.11 3.57 4.35 3.35
Registration is flexible 2.44 3.35 3.97 3.26
Course guidelines clearly stated 3.95 3.87 3.93 3.92
Opportunities for evaluation of progress 3.92 3.32 3.62 3.64
Pace of course tailored to learner 2.52 3.53 4.07 3.39
Technology aspects wasy to learn 3.92 3.40 3.44 3.60
Group work for learning 4.45 2.11 2.68 3.12
Assignments are clear 4.06 3.63 3.65 3.79
Reading/other resources easy to access 3.69 3.46 3.86 3.68
Good interaction with other students 4.56 2.05 2.72 3.16
Instructor access flecible and timely 3.59 2.76 3.08 3.17
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Comparing the mean for each delivery method, classroom learning is rated the highest of the 
three delivery methods in seven variables which are;  
 Course guidelines clearly stated  
 Opportunities for evaluation of progress  
 Technology aspects easy to learn  
 Group work for learning  
 Assignments are clear  
 Good interaction with other students,  and  
 Instructor access flexible and timely.   
E-learning is rated highest in six variables which are;  
 Course choices tailored to learner  
 Course duration tailored to learner   
 Course accessible when needed  
 Registration is flexible  
 Pace of course tailored to learner, and  
 Reading/other resources easy to access.   
Paper-based distance learning did not rate higher in any of the variables. The data shows that 
while the majority of respondents indicated a preference for face-to-face learning, a number of 
respondents preferred e-learning in a number of variables. This data may indicate  that e-learning 
is growing in acceptance.     
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6.73:  Mean by Variable and Delivery Method 
 
The data shows that classroom learning received some of the highest ratings  followed by e-
learning. 
 
 
Average Variable Delivery
4.56 Good interaction with other students Classroom
4.45 Group work for learning Classroom
4.35 Course accessible when needed E-learning
4.07 Pace tailored to learner E-learning
4.06 Assignments are clear Classroom
3.97 Registration is flexible E-learning
3.95 Course guidelines clearly stated Classroom
3.93 Course guidelines clearly stated E-learning
3.92 Opportunities for evaluation Classroom
3.92 Technology aspects easy to learn Classroom
3.88 Course duration tailored to learner E-learning
3.87 Course guidelines clearly stated Distance
3.86 Reading/other resources easy to access E-learning
3.69 Reading/other resources easy to access Classroom
3.65 Assignments are clear E-learning
3.63 Assignments are clear Distance
3.62 Opportunities for evaluation E-learning
3.59 Instructor access flexible and timely Classroom
3.57 Course accessible when needed Distance
3.57 Course choices tailored to learner E-learning
3.53 Pace of course tailored to learner Distance
3.52 Pace of course tailored to learner Classroom
3.48 Course duration tailored to learner Distance
3.46 Reading/other resources easy to access Distance
3.44 Technology aspects easy to learn E-learning
3.40 Technology aspects easy to learn Distance
3.35 Registration is flexible Distance
3.35 Course choices tailored to learner Classroom
3.32 Opportunities for evaluation Distance
3.15 Course choices tailored to learner Distance
3.08 Instructor access flexible and timely E-learning
2.76 Instructor access flexible and timely Distance
2.72 Good interaction with other students E-learning
2.68 Group work for learning Distance
2.54 Course duration tailored to learner Classroom
2.44 Registration is flexible Classroom
2.11 Course accessible when needed Classroom
2.11 Group work for learning Distance
2.05 Good interaction with other students Distance
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6.74: E-learning Experience and Delivery Method Rating 
 
 
Sig
N Mean N Mean
Classroom Learning
Course choice tailored to learner 190 3.2 195 3.5 <0.05
Course duration tailored to learner 186 2.4 192 2.6 <0.05
Course accessible when needed 187 2.0 190 2.2 <0.05
Registration is flexible 185 2.4 190 2.6 <0.05
Course guidelines clearly stated 185 3.9 193 3.9 >0.05
Opportunities for evaluation of progress 188 3.9 191 4.0 >0.05
Pace of course tailored to learner 186 2.4 191 2.6 >0.05
Technology aspects easy to learn 184 3.9 181 4.0 >0.05
Group work for learning 188 4.4 195 4.5 >0.05
Assignments are clear 186 4.0 190 4.1 >0.05
Reading/ resources easy to access 187 3.6 190 3.7 >0.05
Interaction with other students 187 4.5 189 4.6 >0.05
Instructor access flexible and timely 186 3.5 190 3.7 >0.05
Distance Learning
Course choice tailored to learner 186 3.1 190 3.2 >0.05
Course duration tailored to learner 183 3.4 187 3.5 >0.05
Course accessible when needed 184 3.6 188 3.6 >0.05
Registration is flexible 184 3.3 185 3.4 >0.05
Course guidelines clearly stated 184 3.9 189 3.8 >0.05
Opportunities for evaluation of progress 181 3.4 188 3.3 >0.05
Pace of course tailored to learner 186 3.5 193 3.5 >0.05
Technology aspects easy to learn 183 3.5 179 3.3 <0.05
Group work for learning 185 2.1 189 2.1 >0.05
Assignments are clear 181 3.6 187 3.6 >0.05
Reading/ resources easy to access 182 3.5 188 3.4 >0.05
Interaction with other students 181 2.1 185 2.0 >0.05
Instructor access flexible and timely 180 2.8 186 2.7 >0.05
E-Learning
Course choice tailored to learner 188 3.7 182 3.4 <0.05
Course duration tailored to learner 186 3.9 178 3.9 >0.05
Course accessible when needed 188 4.4 178 4.3 >0.05
Registration is flexible 188 4.0 181 3.9 >0.05
Course guidelines clearly stated 184 4.0 179 3.9 >0.05
Opportunities for evaluation of progress 186 3.8 175 3.5 <0.05
Pace of course tailored to learner 189 4.1 183 4.0 >0.05
Technology aspects easy to learn 187 3.7 171 3.2 <0.05
Group work for learning 183 3.0 176 2.4 <0.05
Assignments are clear 185 3.7 178 3.6 >0.05
Reading/ resources easy to access 187 4.0 179 3.7 <0.05
Interaction with other students 182 3.0 176 2.4 <0.05
Instructor access flexible and timely 182 3.3 178 2.8 <0.05
Has participated
 in Internet 
Learning
Has not 
Participated in 
Internet Learning
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The data shows that those with e-learning experience gave an overall higher rating to e-learning 
particularly in the following variables; course accessible when needed, pace of course tailored to 
learner, registration is flexible, course guidelines clearly stated,  and reading/other resources easy 
to access.  With regard to classroom learning, those with e-learning experiences gave a high 
rating to such variables as; interaction with other students, group work for learning and 
assignments are clear. Paper-based distance learning did not receive as high a rating but its strong 
features were; course guidelines clearly stated,  course accessible when needed, pace of course 
tailored to learner, and technology aspects easy to learn. Those with no e-learning experience 
gave high ratings to the easy access and tailored features of e-learning but a low rating to e-
learning on interactive group work.   
 
In summary, Tables 6.69 to 6.74 comparing classroom, paper-based distance and e-learning 
found that of the thirteen variables used in the study classroom learning was rated higher in seven 
followed by e-learning in six. Classroom learning was favoured for its interactive features while 
e-learning was favoured for its responsiveness and tailored features. Distance learning while 
having similar features to e-learning was not rated as high. The findings also show that those with 
prior e-learning experience rated e-learning high in all variables bit also rated classroom learning 
high in its interactive features. This completes the quantitative data review. The next three 
sections address the qualitative data of the study.  
6.3 Qualitative data from the survey 
The survey qualitative data was collected from the open-ended questions in the survey. 61% of 
the 458 survey respondents provided additional comments on their current learning environment. 
These comments focused on four themes: management education, barriers to learning, health 
reform and e-learning. The following tables show the number of comments in each category and a 
percentage of the total comments, to give a weight to each category. The themes are presented in 
priority. A list of the 280 comments may be found in Appendix J. Some of these comments will 
be incorporated into the analysis material in chapters seven and eight.   
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6.75: Qualitative Survey Data/Theme 1- Management Education  
 
42% of additional comments focused on the problems with current management education and 
the need for change in management education planning. Respondents commented on the need for 
management education to be available to all managers, responsive to the needs of managers 
working in a changeable environment, a learning environment that is student-centered, self-
directed and focused on problem-solving, and the need to harmonize clinical, technical and 
business knowledge and skills. Their criticism of current management education is that it is not 
suited to a health or service industry, has not kept up with the changes in the industry, does not 
meet the learning needs or learning style of the individual, is not realistic to the current working 
environment, provides few practical skills, and the changeable working environment often does 
not allow time to use new skills.         
6.76: Qualitative Survey Data/Theme 2- Barriers to Learning 
 
30% of additional comments were directed at the barriers to pursuing further learning. The barrier 
of greatest importance was the need for equitable and innovative educational funding to assist 
health-care managers  in their pursuit of new knowledge and skills. The second barrier was the 
lack of time created by increased workload and responsibilities. The need for organizational 
support was a barrier for some managers.  
 6.77: Qualitative Survey Data/ Theme 3- Health Reform 
 
 
# %
Problems with current management Education 68 24
The need for change in management 
education planning 51 18
# %
The need for educational funding 26 9
Lack of time for learning 21 8
The need for organizational support 17 6
The need for more educational credit 14 5
Learning access issues 5 2
# %
Changing expectations & reduced support 30 11
A changing working environment 20 7
   
Chapter Six: Findings  231   
18% of the additional comments focused on the changing working environment of respondents 
due to health reform. Respondents commented on the pace of change, the change in management 
style in a restructured organization, changing expectations and the need for increased skills, 
reduced support, increased problems with new and inexperienced managers, reduced number of 
graduated promotional opportunities, and the growing divide between clinical/technical and 
business knowledge.      
6.78: Qualitative Survey Data/Theme 4- E-learning and Knowledge Sharing 
 
10% of additional comments were focused on e-learning and knowledge sharing. Since there 
were other questions in the survey devoted to e-learning this lower response was not unexpected. 
Respondents indicated new learning options were needed and favoured a blended, rather than a 
pure e-learning method, which would allow for some face-to-face learning. The need for 
mentoring and knowledge sharing was noted by a few respondents.      
In the additional comments, survey respondents mainly focused on why current management 
education opportunities were not meeting their learning needs and the barriers preventing them 
from pursuing additional learning. The need to address the financial inequities for additional 
education appears to be an important issue for some health-care managers.  
In the second qualitative data item, survey respondents were asked to identify the top three 
competencies in which they needed training in the next twenty-four months, using as their guide 
the fourteen competencies found in the survey instrument. The following list provides a ranking 
of the survey respondents’ learning priorities, starting with the most important competency 
learning need.  The priorized list is as follows:  
 Evidence-based Management (most needed training) 
 Change and complexity 
 Financial Analysis 
 Project Management 
 Evaluating Management Plans 
 Quality Improvement 
 Leadership Skills 
 Conflict Management 
# %
Positive/negative views 20 7
A need for knowledge sharing 8 3
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 Communication and Information Technology Use 
 Governance and Policy Development  
 Contract Management  
 Human Resource Management  
 Use of Statistics 
 Contract Management (least needed training) 
 
Further analysis of the top three educational topics (i.e. evidence-based management, change 
and complexity and financial analysis) by gender and age provided the following information:  
Table 6.79 : Top Three Competency Learning Needs by Gender 
 
Taking into account the male/female distribution in the survey, more females than males selected 
the top three  competency learning needs. 
Table 6.80: Top Three Competency Learning Needs by Age  
 
Taking into consideration the age group distributions in the study, the top three competency 
learning needs were selected mainly by those over 46 years of age. The three top competency 
learning needs of evidence-based management, change and complexity and financial analysis 
were mainly selected by females and those over 46 years of age.  
Key Skill Training Areas Male Female Total %Male %Female
Evidence-based Management 36 110 146 25% 75%
Change & Complexity 41 92 133 31% 69%
Financial Analysis 27 100 127 21% 79%
All Survey Respondents 125 333 458 27% 73%
Key Skill Training Areas <40 41-45 46-50 >51 TOTAL
Evidence-based Management 20 24 38 64 146
Change & Complexity 23 25 33 52 133
Financial Analysis 18 13 35 61 127
All Survey Respondents 71 66 118 203 458
Key Skill Training Areas % <40 %41-45 %46-50 %>51 TOTAL
Evidence-based Management 14% 16% 26% 44% 1
Change & Complexity 17% 19% 25% 39% 1
Financial Analysis 14% 10% 28% 48% 1
All Survey Respondents 16% 14% 26% 44% 100%
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In addition to the fourteen competencies used in the survey instrument, survey respondents 
were asked to identify additional competencies which they regarded as important in their current 
management activities. These additional competencies have been collated into four categories: 
people skills, business and customer skills, planning skills and general skills.   
 People skills: relationship building, coaching, counseling, mentoring, working with 
teams, dealing with workplace diversity, mediation, labour relations, behaviour 
management, recruitment and  retention, personnel evaluations, occupational health, and 
stress management.  
 Business and customer service skills:  developing business proposals, customer relations, 
community development, managing multiple sites, marketing in the public sector, 
organizational theory, system integration, and public policy.  
 Planning skills: vision and value development, understanding health system limitations, 
trends in health care, innovative resource management, understanding health care laws 
and  regulations, assessing outcome accountability, capital and project planning, global 
planning, process redesign, program evaluation, product/ service evaluation, strategic 
planning, knowledge management, and survey methodology. 
 General skills: time management, creativity, decision-making, emotional intelligence, 
ethics, facilitation, negotiation, teaching, presentations, understanding the politics of 
health care, problem solving, systems thinking, health care law, public relations, and 
public speaking.   
These additional skills have been captured in the health-care manager learning needs list in 
Appendix H.   
In the third qualitative data item survey respondents familiar with e-learning  were asked to list 
the advantages of this educational delivery method.  417 written comments were received. The 
top six advantages are identified in the following table.   
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Table 6.81: The Main Advantages of E-Learning  
 
Of the 417 advantages identified for e-learning, convenience was the primary advantage with 
many respondents noting the benefit of being able to work and study at their desk or from home. 
Flexibility was the second key advantage as respondents appreciated a learning environment  
which enabled them to study at their own pace.  These points will be examined further in chapter 
eight.    
In summary, in the qualitative data survey respondents provided additional insight into their 
working environment, problems with current management education opportunities, barriers to 
learning, new skill needs and, for those familiar with e-learning, a listing of the advantages of this 
delivery model.  Senior health-care managers, the focus of the next section, while addressing 
similar topics tended to be more concerned with sustainability of the industry. 
6.4 Qualitative interview data  
Interviews with senior health-care managers resulted in about 121 quotes  which focused on five 
themes: essential management skills, health reform, management education, e-learning and 
knowledge sharing. As in 6.3, the themes are presented in priority. A listing of comments may be 
found in Appendix K. Some of these comments will be incorporated into the analysis material in 
chapters seven and eight.   
6.82: Qualitative Interview Data/ Theme 1-Essential Management Skills 
 
 
Advantage Count Percent
Convenience 174 42%
Flexibility 122 29%
Interactivity 43 10%
Accessibility 37 9%
Less time & travel 30 7%
Easier evaluation 11 3%
Total 417 100%
# %
People skills 13 11
Change and complexity 9 7
Financial skills 7 6
A clinical background is no longer enough 5 4
Planning skills 2 2
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30% of comments of senior health-care managers stressed the need for new management skills 
with emphasis on people skills in knowing how to deal with multiple stakeholders and working in 
teams, how to deliver health services differently in a changing environment by working smarter 
with greater resiliency, in understanding how to manage with shrinking resources by being more 
business-oriented, and in understanding the need for new skills. Statistical skills were tied to 
increased financial skills.    
6.83: Qualitative Interview Data/Theme 2-Health reform 
 
29% of the comments of senior health-care managers focused on health reform and anticipated 
ongoing reform in the next five to ten years. Senior health-care managers envisioned more change 
from another complete reorganization of the industry to partial shifts in centralization and 
decentralization. Others saw increased physician input into management activities, greater public 
purchasing of private services, increased need to be more innovative in addressing the health 
needs of an aging population, and a need for greater harmony of services within a region and 
communications among the management levels. Senior managers recognized that there was 
inadequate support for managers and, particularly, for new managers. The need for succession 
planning was a central issue for most senior managers in light of the recruitment and retention 
problems already being experienced in the industry.    
6.84: Qualitative Interview Data/Theme 3-Management Education 
 
18% of the comments of senior health-care managers focused on a lack of time for learning 
because of increased workloads but some felt that learning was a personal responsibility and that 
some managers lacked motivation for additional learning. However, there was an awareness that 
# % 
Anticipated changes in the health industry 11 9
Not enough support for managers 9 7
The need for succession planning 8 7
Inadequate support for new managers 5 4
Stress in the workplace 3 2
# %
Lack of time for learning 6 5
The type of management education is unclear 5 4
Learning is a personal responsibility 4 3
Management education as a promotion policy 3 2
Need for a management education plan 2 2
Need for financial support 2 2
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the industry had not been clear on what type of learning was essential for health-care managers in 
the newly reformed environment, nor had they specified management education in the promotion 
or hiring of managers. While survey respondents regarded financial support as essential to 
additional learning, senior managers did not, likely because they are the primary recipients of 
such funding at the present time.   
6.85: Qualitative Interview Data/Theme 4-E-learning 
 
14% of the comments of senior health-care managers focused on e-learning with the largest 
number of comments directed towards a concern over the technical abilities of their managers for 
such learning. At the same time, they acknowledged that they themselves or other senior 
managers had recently taken an online course with few difficulties. Most senior health-care 
managers felt that e-learning was inevitable for health-care managers as classroom learning was 
too time consuming. One senior health-care managers questioned whether there were sufficient 
quality e-learning materials and others speculated that a blended format might better suit the 
health industry. The underlying point of most interviewees was the cost of such education on an 
industry already struggling with limited resources.  
6.86: Qualitative Interview Data/Theme 5-Knowledge Sharing 
 
9% of the comments of senior health-care managers focused on knowledge sharing. They 
acknowledged that with the restructuring of the industry managers needed better opportunities to 
locate people and information quickly. While some health-care managers with clinical/technical 
responsibilities already had some form of knowledge sharing, it was not management specific. 
Senior health-care managers pointed out that while they might have a small network of colleagues 
they regularly contacted, the majority of health-care managers did not have a management 
network for sharing of knowledge and expertise.  
# %
Technology as a barrier 6 5
Preference for blended learning 4 3
Need for different learning methods 2 2
Some managers already familiar with e-learning 2 2
Need for quality e-learning programs 1 1
Need for tutors with e-learning 1 1
# %
Managers need to be able to locate people and information 8 7
Some managers already familiar with knowledge sharing 3 2
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In summary, interviews with senior health-care managers focused on ongoing health reform 
and what this might mean to health-care managers with regard to new skills, education and 
support networks. Most interviewees felt that increased e-learning was inevitable but they were 
unclear as to how this could be implemented in an industry already struggling with limited 
resources. Nevertheless, they understood that a new health management learning strategy was 
needed if the industry was expected to retain current managers and recruit future leaders.    
6.5 Qualitative data from stakeholders  
The purpose of the stakeholder interviews and meetings was to validate the survey findings. 
Following the release of the health authority report “ Management Education Needs and Delivery 
Options for Health-care Managers”, I contacted the health authorities for their comments. These 
interviews provided the following feedback: 
 Most of the health authority representatives were impressed with the survey findings as 
they did not have such data. They stated that the data supported their underlying feelings 
on management education after years of health reform, but now they had actually 
research data. They felt that this would give them increased support for their educational 
planning. There was little disagreement with the findings.  
 There was a confirmation that the health-care management group were aging and that the 
industry was facing a major retention and recruitment issue.  With increased workloads 
and responsibilities the industry was having increased difficulties attracting capable 
individuals to the management ranks.  
 The digital divide was confirmed between younger (i.e. those under 40 years of age) and 
older health-care managers, and the issue was affecting the introduction of new 
technologies throughout the industry. While the health authorities acknowledged they 
provide computer training programs, they did not retain any data on the number of 
health-care managers who may have taken this training; their feeling was that few had 
the time for such training.  
 There was no surprise in the three top learning needs identified by survey respondents. 
In the opinion of the representatives the first learning need of evidence-based  
management, was attributed to the need for increased evidenced-based decision-making 
with the adoption of a corporate management structure. In light of ongoing health reform 
the need for ongoing change and complexity learning was understood, particularly in 
knowing how to manage an environment that keeps changing. One interviewee stated  
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that he was surprised that the complexity of the health industry did not receive greater 
emphasis. Financial analysis as the third learning priority was understood as needed in 
an environment of limited resources and the need to do more with less. They also 
acknowledged that there was likely a greater need for some clinical/technical managers 
to acquire financial skills as this may not have been emphasized in their professional 
educational programs.  
 E-learning was considered to be inevitable in the industry but the availability of quality 
learning materials and costs were key issues to its implementation. A blended format 
was considered best for the health industry as it would give options for those more 
familiar with face-to-face learning.  In addition, they emphasized that the health industry 
was a people industry  which required greater face-to-face communications.     
 The concept of a corporate health university was also discussed as an idea for the health 
industry of British Columbia in line with the NHSU model being considered in the 
United Kingdom. The idea appealed to the health authorities as a means of addressing 
their learning issues. One representative expressed concern over the removal of 
education from the corporate management level during health reform. In her view, over 
the past ten years education had slipped from senior management interest to being a sub-
division of the human resource department, a situation which had increased funding 
difficulties and decreased the leadership status of education within the industry. 
 Another representative noted that with all the changes in the health industry there was 
need for more research to separate the service delivery issues from learning needs, 
arguing that simply increasing funding for education  may not fully address the service 
delivery problems.         
Meetings with industry stakeholders emphasized the same points as were identified by the 
health authority representatives. In addition, at the CCHSE local meeting, a check on the age of 
those attending the meeting again emphasized the dominance of the aging factor with only two of 
the thirty attendees being under forty.  At this meeting there was also a lengthy discussion on 
whether health-care managers should have a general management education or a health-focused 
management education program. The end result was that most members felt the health 
management component needed greater emphasis in management education particularly in 
addressing the complexity of the industry following health reform.  
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In the meeting with ten members of the Vancouver Island Health Authority faculty, while they 
acknowledged a need for increased skill training for managers, they could not see how their 
current curriculum could be changed to accommodate this additional learning. In addition, they 
felt that e-learning was inevitable, but they were not considering this delivery option and did not 
have any faculty member with such skills.       
At the Royal Roads University symposium there was a great deal of discussion on what was 
needed in the education of health-care managers with a representative from the United Kingdom 
there to discuss their experience in this process. The results of my survey report to the health 
authorities was noted as the most recent study on the learning needs identified by health-care 
managers who had experienced years of health reform. The timely nature of my study was noted 
and the need for more e-learning but there was no further discussion on learning technologies.       
In summary. interviews and meetings with industry stakeholders validated the survey findings 
with many emphasizing the timely nature of the study and the need for such data to support 
educational planning for the province. The need for new management skills was supported but 
with educational divisions, already facing restricted funding, finding e-learning a difficult new 
venture for the industry. As one senior health-care manager emphasized, “there is no doubt that e-
learning is needed for management education, what is needed is a prominent champion in the 
industry to promote the idea”.  
6.6 Triangulation of datasets 
In the triangulation of data from the four datasets five key issues emerge such as: the aging of 
health-care managers, health reform, the need for new skills, e-learning and the digital divide. 
These issues will be examined briefly in this section.  
The quantitative survey data supports the growing concern over the aging of health-care 
managers with the majority of respondents being over 46 years of age. This was supported in the 
qualitative survey comments of respondents who emphasized the problems of increased 
workloads, stress and interest in retirement. It was more pronounced in the senior health-care 
management interviews as they commented on the need for succession planning and their 
difficulties in recruitment and retention of industry leaders. The stakeholder meetings highlighted 
the aging factor in that there were few managers in attendance under forty years of age. 
Stakeholders concurred that the aging of health-care managers was also apparent in their 
organizations and stressed the vital need for succession planning. The aging of health industry 
   
Chapter Six: Findings  240   
leaders will present many new challenges in the years ahead particularly as the baby boomer 
generation retires.   
Health reform remains a growing concern for the industry. In the quantitative survey data 
respondents identified the effect it has had on their learning environment. In their qualitative 
comments, survey respondents emphasized the shift in workload and responsibilities created by 
health reform and the affects on their time, which is preventing them from pursuing additional 
learning. Interviews with health-care managers emphasized the ongoing reform which the 
industry expects in the years ahead and their awareness that managers, particularly new 
managers, were not receiving enough support in dealing with their new responsibilities. At the 
stakeholder meetings, health reform was incorporated in discussions of new skill requirements for 
health-care managers and the need for future managers to have increased skills so they could be 
more resilient in meeting ongoing change in the industry.   
New skills requirements was evident in all four data collection sources. The quantitative survey 
data provided data on the current skills of respondents, on where they acquired such training, how 
they rated themselves in a small number of skills and how their educational background has 
affected their learning choices. In the qualitative survey comments respondents ranked their skill 
training priorities and presented additional skill needs to the fourteen used in the survey 
instrument. Senior health-care managers pointed out the need for managers to be able to work 
differently and smarter with limited resources and be more adept at dealing with change. They 
supported the top three skill training priorities identified by survey respondents recognizing that 
these were skills which could be attributed to health reform. Stakeholders agreed with the need 
for managers to have new skills, supported the top three priority skill needs and emphasized a 
need for improved management education and research.                  
With regard to e-learning, the quantitative survey data provided considerable information.  
Data was provided showing that some respondents were already familiar with e-learning, the 
majority felt they had the technical skills for such learning and they rated e-learning against 
classroom and paper-based distance learning. In their qualitative comments survey respondents 
provided insight into their support for a blended learning method  which would allow some face-
to-face contact. Those familiar with e-learning also listed the advantages of such learning. Senior 
health-care managers agreed that e-learning was needed for managers as classroom learning was 
too time-consuming. Some were concerned over the technical abilities of their managers for such 
learning, while others questioned the costs and method of implementation. Stakeholders also 
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supported the need for increased e-learning for health-care managers but were equally unclear as 
to how this would be accomplished.  
The digital divide in the industry was identified by all four data sources. In the quantitative 
data it was apparent that those under 40 years of age were more comfortable with using 
technology for learning. The quantitative data also showed that the majority of respondents 
favoured face-to-face learning while others indicated they had technical difficulties with regard to 
such learning. In the qualitative survey comments respondents emphasized that e-learning was 
not for everyone, and supported a blended learning form. Senior health-care managers noted how 
the digital divide was affecting their day-to-day management practices with older managers 
avoiding technology while younger managers, skilled in technology, had difficulty in creating 
acceptable reports. Stakeholders included technological skills in their overall discussion of new 
skills for managers. They concurred that a digital divide existed in the industry, that many 
managers had little time for computer training, and some felt that if this issue was not addressed it 
would hinder the introduction of new technologies in the industry.       
In summary, the triangulation of data collected from four datasets validated the findings in the 
study providing greater depth in understanding how health reform, aging, gender, educational 
background, technical skills, and other variables are affecting the learning choices of health-care 
managers and creating barrier to their learning.  Further analysis of this information will be done 
in chapters seven and eight.   
6.7  Conclusion   
The findings chapter included data from both quantitative and qualitative sources.  The 
quantitative survey data shows that the majority of respondents were female (72.7 %), over 41 
years of age (84.5 %), had an undergraduate degree (82.4 %) and/or a postgraduate degree     
(51.1 %), had taken a management course in the last year (67.0 %), were from regional/program 
(or middle) management levels (81 %), and work in an urban location (91.3%) in the most 
populated regions of the province (66 %). 43.2 % of those with undergraduate education and 45.8 
% of those with postgraduate education are 51+ years of age. 17.7% of respondents have no 
undergraduate education and 48.5 % have no postgraduate education.   
Females outnumber males at all three management levels (executive, regional and program). 
Executive level management has the highest level of education. The majority of respondents at 
the regional management level have business/ management undergraduate and/or postgraduate 
education. The program management level has the most respondents with health-related 
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undergraduate education, and with both clinical and business education. The majority of those 
with nursing education are at the program management level who are mainly female, over 41 
years of age and 30.9% have had some management training. The largest number of respondents 
with no undergraduate or postgraduate education are at the program management level.    
The majority of those attending management training have undergraduate education or no 
degree. 29% of managers have no training in the fourteen competencies and  57% received their 
competency training through in-service, workshops and seminars. The majority of respondents 
rated themselves high in change and complexity and people skills (i.e. leadership skills, conflict 
management, human resource management, and communications and information technology 
use) and lower in planning and financial skills. There were some gender and education variations.  
Those with formal education (i.e. undergraduate and/or postgraduate education) rated themselves 
higher in all competencies than those with in-service/workshop or no training. Those with prior 
competency training were more likely to see the need for further training.  
The majority of survey respondents realized that their learning environment has been changed 
with health reform. The three key issues are increased learning responsibilities, the need for new 
skills, and a difficult working environment for learning. Those experiencing these problems are 
female, over 41 years of age, working in an urban location with both undergraduate and 
postgraduate education.  The majority of  respondents want more academic credit for both their 
experience (60.5 %) and other learning (76.4 %). Those seeking more academic credit are  
female, 51+ years of age, with undergraduate and postgraduate education.  
The data shows that 66.6% of respondents are familiar with distance learning, mainly females, 
51+ age group, working in urban locations with both undergraduate/postgraduate education. 43% 
of respondents have e-learning experience, mainly females, 41 years and older, working in urban 
locations, with both undergraduate/postgraduate education. 85% of respondents indicate they 
have the computer/Internet skills for e-learning; mainly those with undergraduate/postgraduate 
education in the majority.  
The reasons why e-learning was not chosen showed that 43% of respondents preferred face-to-
face learning; mainly females, 51+ years, with undergraduate/postgraduate education. 40% 
identified technological problems; mainly females,  41-50 years of age, with undergraduate 
education. A third reason, a lack of awareness of e-learning resources were mainly females, 51+ 
years of age with no degree.  
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In comparing three educational delivery methods (classroom learning, paper-based distance 
learning and e-learning) against a list of thirteen variables, classroom learning was favoured in 
seven variables and e-learning in six. Classroom learning was preferred in features of clear 
directions, group work and evaluation. E-learning was preferred in features of easy access and 
tailored learning. Those with prior e-learning experiences rated e-learning higher than other 
delivery methods but also acknowledged the group/interactive features of classroom learning.  
The qualitative data supported and strengthened the quantitative findings providing more 
detailed comments on management education, barriers to learning, health reform, e-learning and 
knowledge sharing. Survey respondents priorized their learning needs and ranked evidence-based 
management, change and complexity and financial analysis as their first three learning priorities. 
While this list varied slightly from that provided in the quantitative data, these top three learning 
needs were supported by stakeholder discussions.  Survey respondents also provided a priorized 
listing of e-learning advantages with convenience, flexibility, interactivity, and accessibility as 
the top four.  In chapter eight these advantages will be compared with the comments found in the 
literature.   
Five key issues were identified in the triangulation of data from the four datasets; the growing 
concern over the aging of health-care managers, ongoing health reform, the need for new skills, 
the receptivity of health-care managers to e-learning and the digital divide. The triangulation of 
the data validated the findings in the study.  
The pattern emerging from the data shows that these older health-care managers are aware their 
learning needs have changed  with health reform, new skills are needed quickly, and they are 
ready to identify their learning needs. However, there remains some uncertainty about what skills 
to pursue as the health authorities have not clearly stipulated what management skills are needed 
in the newly reformed health industry. While the majority of respondents are currently 
comfortable with a classroom delivery format some have already considered distance and           
e-learning in their search for professional development. Since the majority of respondents feel 
they have the computer/Internet skills for e-learning, it may indicate greater receptivity to this 
form of learning. In the next two chapters the quantitative and qualitative findings in this chapter 
will be analyzed. The focus of chapter seven will be on management education, and the focus of 
chapter eight will be on e-learning.  
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Chapter 7 
Analysis: Management Education Needs 
 
Leadership and learning are indispensable to each other. 
 – John F. Kennedy   
 
7.1 Introduction 
This chapter, the first of two analysis chapters, will concentrate on explaining how health 
reform has changed the learning needs of health-care managers. Chapters two and three 
presented information on the underlying reasons for health reform and the affects of such 
change on the industry and its managers. For health-care managers health reform has 
increased organizational complexity, reduced the overall number of managers and created 
new skill demands. A different type of manager may also be needed in this restructured health 
industry. The need for new learning has come at a time when health-care managers face 
increased responsibilities, reduced time for study and, as noted in chapter four, a realization 
that existing health management educational opportunities may not be suited to their new 
learning needs. In reviewing health management education needs, the analysis in this chapter 
will incorporate quantitative data presented in chapter six along with qualitative data obtained 
in the survey, interviews and stakeholder discussions.   
The intent of this chapter is to obtain the views of currently employed health-care managers 
on how health reform has changed their management and learning environments. Of 
importance is whether more health reform can be anticipated. The views of senior health-care 
managers will show that ongoing reform will occur in the industry, which means 
organizational uncertainty will remain for health-care managers. This uncertainty will be 
compounded as public policy continues to swing between a centralized and/or decentralized 
industry model. Such change  means that health-care managers face not only current but 
ongoing new skill demands. The purpose of this chapter is to understand the current skill 
training needs of health-care managers so as to ascertain the short-term learning priorities.       
Competency education for health-care managers, mentioned in chapters three and four with 
survey findings presented in chapter six, will be examined in more detail in this chapter using 
the fourteen competencies identified in the survey instrument. These competencies will be 
used in analyzing the current competency training needs of health-care managers. The 
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information will show that health-care managers have limited training in most of the fourteen 
competencies, with some concerns as to whether they have adequate training in change 
management  which has dominated their workplace for many years. The selection and 
promotional policies for health-care managers will also be examined as to whether these 
synchronize with the current learning shift.     
The learning challenges, previously introduced in chapter four, will be reexamined as to 
whether data obtained from health-care managers concurs with what is known in the 
literature. The information in this chapter will show that health-care managers are aware that 
health reform has changed their learning environment and are critical of some of their current 
learning opportunities. This chapter will also present  the views of health-care managers with 
regard to how  workload, lack of time, organizational support, and credit currently affect their 
learning capabilities. The information will show that health-care managers face time and 
support issues which will need to be addressed if they are to meet their new learning goals.   
To address these issues, this chapter has three main sections: health reform, the need for 
new management skills, and learning challenges. Each of the main sections has a number of 
sub-sections with each presenting a different conclusion to the study. Data from chapter six 
will be used in this analysis along with the qualitative comments from  survey respondents, 
senior health-care manager and industry stakeholders. The first section focuses on health 
reform.  
7.2 Health Reform  
Health-care managers have experienced considerable change in their working environment in 
the past decade due to health reform and may face even more challenges in the years ahead. 
Chapters two and three introduced the reasons for health reform and what this has meant to 
health-care managers. In this chapter the findings in this study will present further information 
on health reform by examining the following five areas; increased complexity with 
organizational change, ongoing health reform, basic education for health-care managers, the 
clinical/non-clinical issue, and a changing learning environment.  
7.2.1 Increased complexity with organizational change 
Conclusion #1: Health-care managers understand that 
health reform has increased the complexity of their 
organizations.  
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In the views of health-care managers, health reform has introduced both structural and 
decision-making complexities, as is evident in the following comments of survey 
respondents:  
The health care environment is in a constant state of change. 
Employers  are demanding and unreasonable in their 
expectations of managers. There is a high burnout rate and 
no real recognition of the needs of managers. 
With amalgamation of the health industry the style of 
management has had to change rapidly and so much is in 
flux that it is hard to grasp what is really necessary [i.e. in 
education]. 
Another survey respondent commented on the meeting process which has been created by 
health reform: 
Healthcare management has become tied up in red tape and 
meetings. We have meetings so that we can set a date for the 
next meeting and no one wants to make a decision on their 
own anymore. In the private sector, decisions get made and 
implemented in the same day. In healthcare it takes three 
months to do anything. We need to simplify the decision-
making process and get on with the job.   
Little research has been carried out on the cost effectiveness of such face-to-face meetings 
and how technology might facilitate the process and possibly improve costs. In addition, the 
newly reformed environment, according to one survey respondent, has even changed the way 
managers are expected to think:  
Managers are now more routinely expected to think 
conceptually, plan and act strategically across complex 
interacting systems of care and service delivery. 
In interviews with senior health-care managers, similar concerns were expressed particularly 
over the pace and expectations created by organizational change:  
Change is coming fast and furious. Managers are doing their 
jobs but some are finding this constant change very wearing. 
The financial constraints are ongoing and more is expected 
as we try to do more with less. Some see no end in sight and 
even more cutbacks. There are some managers who are 
already looking for other options such as early retirement and 
getting out of the health industry. 
 
 
 
Chapter Seven: Analysis-Management Education Needs 247 
Today there is a tremendous dedication in health care but a 
sense of being overwhelmed, with feelings of never doing 
enough, never getting enough resources and constant 
pressure to try and do more. There is never enough time for 
professional development. There is also not enough time for 
reflective and critical thinking. Managers are in need of 
learning how to think.  
One of the most serious effects of health reform may be it’s effect on new managers. While 
the population of new managers created by health reform is considered to be about  thirty to 
fifty percent within a health authority, the percentage may be even higher if the following 
comment of a senior health-care managers is taken into account:  
Everyone [managers] is in a new role as the health authority 
has had a number of major reorganizations in the past years 
and everyone’s role has changed.  
Another senior health-care manager, provided another perspective of the difficulties being 
faced by new managers, as follows:  
About fifty percent of our managers are in new positions and 
while most have strong clinical expertise, they do not have 
the option for additional management education or help with 
feelings of isolation and needing increased confidence in 
dealing with their new responsibilities.   
Senior health-care managers felt there was little or no support for new managers in the form 
of orientation and/or mentoring. The availability of management orientation and/or mentoring 
was described in chapter four, and in most health authorities it was minimal and if it existed at 
all was mostly focused on senior managers. This lack of support was also evident in the 
comments of survey respondents:  
Many managers have ‘fallen into’ the positions with little or 
no management background or skills in key areas like human 
resources.   
It is very important to have many opportunities to grow and 
learn as a manager. It is a skill that can be learned with 
experience, however new managers are expected to be 
competent from the beginning. 
With a flat organization there is a significant reduction in the 
number of graduated leadership learning opportunities. An 
inexperienced person is often sent into a complex 
environment as a novice manager with little support.  
As noted in chapter three, the traditional progression through the organization for managers 
has been interrupted with health reform, which has resulted in managers with limited 
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management experience being promoted into complex management portfolios. Another 
survey respondent pointed out the waste of time and resources which is occurring as a result 
of this lack of support for managers in the following comment:     
Managers are not oriented to their positions which leads to an 
incredible waste of time as they flounder about in the first 
months while on the job. 
Having a web site for managers is no guarantee they access the information as was noted in 
chapter four as no utilization data is maintained. This means that there is little research into 
how information is being distributed to new or relocated managers which is reflected in the 
following comment of another survey respondent:  
I am an interim manager brought from retirement for a short 
term, at last minute with no orientation or previous 
management courses beyond Head Nurse years ago and IC 
[Intensive Care] part time for many years.  
Thus, senior and frontline health-care managers are aware of the changes to their working 
environment due to health reform and the increasing new issues created by such change. The 
problem is that the health industry has not had sufficient time between the three 
reorganizations to carry out in-depth research on how such change  has affected either the  
workload of managers or managerial processes. As traditional management policies and 
practices became obsolete, health-care managers have, in many instances, been left to 
improvise to accommodate shifting service and managerial demands. Much of this adaptation 
has not been recorded. As noted in chapter five, this research may be the first study on health-
care managers to be carried out in British Columbia. Because of this lack of research, there 
has been equally little research on how organizational change has affected the learning needs 
of health-care managers. To address these issues, the health industry needs to provide greater 
encouragement and funding for research on the effects of health reform on managers, 
managerial processes and learning, and on developing innovative measures to deliver health 
care differently (e.g. improved  patient flow or the use of new service delivery technologies) 
in light of ongoing challenges to the industry. The need to improve the working environment 
for managers is critical as health reform is expected to continue.  
7.2.2 Ongoing health reform   
Conclusion #2: Health-care managers are aware that 
challenges will continue with ongoing health reform.  
In chapter two, fiscal pressures were identified as the main reason for health reform  with 
public policy makers re-designing health programs and services to provide incentives for 
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greater efficiency and effectiveness. Different reform models were adopted by different 
countries with Canada mainly focusing on regionalization. In its most recent version of 
regionalization, British Columbia created six health regions (i.e. five regional and one 
provincial) in which all health services are integrated under one regional corporate board. The 
regionalization model in British Columbia created an additional layer of bureaucracy for the 
industry, adding it to ongoing federal and provincial government involvement in health care.  
Analysis of health reform methods found that while some efficiencies were introduced, the 
reform process also created its own set of problems. Health Authority Board members 
continue to complain of too much central government control, of vested interests (i.e. doctors, 
special health needs groups) having too big a say in decision-making, and of unclear reform 
objectives. For many health stakeholders and the public, the reform process has brought 
concerns over a loss of service quality and questions of any savings. In addition, as the six 
health authorities evolve, new bureaucratic structures emerge  along with new barriers in 
coordination and cooperation, further increasing the complexity of health service delivery.  
Arguments for and against the decentralized (i.e. regional health authorities) governance 
plan continue. Some senior health managers believe that a partial centralization has already 
crept back into the industry with increased provincial (i.e. Ministry of Health Services) 
management of telecommunications, data analysis, finance, surgical and emergency services. 
A pure decentralized or centralized system may never be feasible as public policy makers 
experiment with a continuum of management models. Educational opportunities focusing on 
the management issues of how to adapt to these shifting decentralized/ centralized models are 
currently not evident in the health authorities or in higher education. Yet, health-care 
managers are expected to not only recognize the signals to such shifts but have the necessary 
skills ready to adapt a complex service industry when changes are introduced.  
 With over thirteen years of change, a fundamental question remains as to whether this was 
a temporary shift in the industry or the beginning of an extended trend. Interviews with senior 
health-care managers confirmed their view that the past period of reform was not an isolated 
event but the beginning of an ongoing reform process  which may take years to unfold. Senior 
health leaders indicated that while the anticipated path of such change may depend on 
political policy, shortages of resources, new technologies, and global demands (i.e. pandemics 
and other global issues), change would continue. They expected the  current provincial 
government’s (i.e. Liberal political party) policy of decentralization to be extended to include 
physician and Pharmacare (i.e. prescription medications) payments being transferred to 
regional health authorities. In addition, increased change is anticipated in a number of areas 
such as; diagnostic laboratory services, public funding of private services, more and 
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innovative community health services for an aging population, better management of  chronic 
diseases, more innovative human resource methods to deal with shortages, and more 
outsourcing of services. This means there will be increased change and complexity ahead for 
health-care managers. But ongoing change, in light of the already complex organizational 
environment created by thirteen years of reform, may not bode well for the health industry’s 
recruitment and retention of capable leaders.  
Senior health-care managers reiterated the need for succession planning in light of the 
expected human resource needs facing management in the next five to ten years. Such views 
were expressed by two senior health-care managers as follows:  
With the average age for Directors being fifty-four, and fifty 
for managers, we are in a need of succession planning if 
many positions are to be filled in the near future. We need to 
know how to prepare managers at different levels to move 
up. 
The organization needs to make sure they have the proper 
people in place for stability. It is essential to train the 
backbenchers to assume a higher management role. 
However, the current working environment may be a disincentive for individuals interested in 
pursuing a management career as noted by one survey respondent: 
I think that management positions are less desirable in health 
care due to many changes and challenges. Because of this 
managers are leaving and new, inexperienced people are 
being given these jobs without adequate an educational 
background. I am one of these. 
Equally, a senior health-care managers observed:  
We are looking at a retirement issue in the next ten years due 
to the age of many managers. In addition, we are having 
problems getting professionals to take middle management 
positions as the financial benefits are low and they do not 
have the training and support that would help them.  
These comments support one of the key recommendations of the CCHSE 2000 survey which 
stated that: 
Succession planning and training of future leaders should 
become an immediate preoccupation of healthcare 
organizations, professional associations, universities and 
governments (Armstrong, Brunelle et al. 2000:16) 
The dilemma facing the health industry is how to improve the attractiveness of a 
management career after years of health reform. As the drivers of change (e.g. increased 
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productivity from knowledge and service workers, service quality, responsiveness, 
globalization, outsourcing, partnering and social and environmental responsibility) envelops 
the industry. Such change may require a new form of leadership according to Wheatley who 
argues that: 
…….we need the courage to let go of the old world, to 
relinquish most of what we have cherished, to abandon our 
interpretations about what does and doesn’t work. We must 
learn to see the world anew (Wheatley,1994:5)    
In her view, to achieve this change organizations designed in the Newtoniam images of the 
seventeenth Century will need to be recreated to meet the demands of the twenty-first 
Century.  As the health industry has just begun to shed it’s seventeenth century image, further 
challenges are inevitable, which escalates the task of recruitment and retention of health 
industry leaders. To improve the working environment of managers the industry may have to 
demonstrate it’s willingness to invest more funds in research and provide increased benefits 
and incentives for its managers. Greater research will be needed to give the industry guidance 
in the best routes to consider. However, a lingering question remains as to whether the 
industry can resolve the growing divide between clinical and non-clinical managers.   
7.2.3  Basic education for health-care managers 
Conclusion #3: Some health-care managers are beginning to 
realize  their basic degree may no longer provide them with 
adequate training for their new working environment 
According to Fullan, it is important for leaders to not only understand the change process but 
to be able to develop knowledge and share it in order to “mobilize the collective capacity to 
challenge the difficult circumstances”(Fullan 2001:136). Fullan believes this collective energy 
is needed in today’s organizations because:  
We demand that leaders solve, or at least manage, a 
multitude of interconnected problems, that can develop into 
crises without warning; we require them to navigate an 
increasingly turbulent reality that is in key aspects, literally 
incomprehensible to the human mind; we buffet them on 
every side with bolder, more powerful special interests that 
challenge every innovative policy idea; we submerge them in 
often unhelpful and distracting information; and we force 
them to decide and act at an ever faster pace (Fullan 2001:2)    
Such demands on organizational leaders make it critical that the selection of individuals for 
such key organizational roles is based on criteria that assures the organization that the best 
individuals are chosen. As noted in chapter three, since the incorporation of Medicare there 
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has been an evolution in the qualifications for a management position in the health industry. 
In the past four decades the qualifications have shifted from leaders with a military or 
religious background to those with clinical/technical expertise and in recent years to those 
with greater financial and/or corporate qualifications. Currently, the health authorities insist 
their hiring policy for managers is adequate as it stipulates undergraduate or postgraduate 
qualifications which is evident in the data found in chapter six. The data showed that 82.4% 
of health-care managers have undergraduate education; 50.7% in a health-related area with 
the majority of that group (29.7% ) in nursing. 9.2% of the 31.7 % of those with non-clinical 
undergraduate education had education in business/management. 51.1% of health-care 
managers have postgraduate education; 35.5% in an non-clinical area with 23.1% of that 
group in a business/management area. Yet, the data also found that 17.7% of health-care 
managers had no undergraduate education and 48.5% had no postgraduate education. The 
only comparable study is the May 2000 CCHSE survey which found that fifty-one percent of 
the Chief Executive Officers had a master’s degree (Armstrong, Brunelle et al. 2000:4), 
findings which are similar to this study. Those with no undergraduate or postgraduate 
education are mainly in the program management level of the industry where the largest 
number of managers exist. The executive management level has the highest amount of 
undergraduate and postgraduate education, which supports the educational funding priority 
which currently exists in the industry.   
The findings also show that those with health-related undergraduate education tended to 
pursue postgraduate studies in the same health-related field. But some did pursue 
business/management education as 12.7% of health-care managers have both clinical and 
business undergraduate and/or postgraduate education. The largest percentage of those with 
one clinical degree (46.8%) or one business degree (38.2%) are in the over fifty-one age 
group. 44.8% of those with both clinical and business degrees are in the forty-one to fifty age 
group. Females outnumber males in having at least one clinical degree (82.2%) and in having 
both clinical and business degrees (84.5%). Males and females were equally represented in 
having one business degree. The majority of females (73.7%) had undergraduate education 
and (71.2%) postgraduate education. Those with nursing education were mainly females, over 
forty-one years of age, who worked at the program level of management. Only 3.9% of those 
with nursing education are in the executive management level. What does all this mean for 
health-care managers? 
 The data supports the information provided in chapter four which showed that current 
management education funding in the industry is primarily directed at senior level managers.  
In comparison,  program managers, where the largest number of managers are employed, 
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have the highest percentage without undergraduate or postgraduate education. The data on 
undergraduate and postgraduate education shows the magnitude of the educational challenge 
facing the industry since there is still a percentage of managers without undergraduate and 
almost fifty percent without postgraduate education. The challenge escalates further if higher 
educational qualifications (i.e. postgraduate education) and/or management/business 
education become basic requirements.      
Another finding of the study was that 84.5% of the study population were forty-one years 
and older, with 44.3% in the fifty-one and older age group. The only comparable study is the 
2000 CCHSE survey  which found that 57.4% of Chief Executive Officers in the health 
industry were forty-five to fifty-five years of age (Armstrong, Brunelle et al. 2000:2). This 
study confirms the aging of the health-care management group and the need for succession 
planning in the industry. But this aging factor might also present an opportunity for the 
industry to stipulate what educational background is essential for the industry as the over 
fifty-one age group prepares to leave the industry. Since, according to the findings of this 
study, a percentage of managers have already considered a business education as a 
complement to their clinical education, is this educational combination a signal for the future?  
The health industry can no longer be complacent in assuming that in stipulating higher 
educational credentials (i.e. undergraduate or postgraduate degrees) as the prerequisite for a 
management position that the industry is getting the management competencies needed. The  
findings show that even though health-care managers hold undergraduate and/or postgraduate 
qualifications, the majority do not have training in a number of basic management 
competencies. Only twenty-eight percent of competencies are acquired through undergraduate 
and postgraduate education, and this training is mainly focused on people skills and the use of 
statistics. A further discussion of competencies will be addressed in 7.3. In this section, the 
question remains whether undergraduate and/or postgraduate education, as currently 
designed, can produce graduates with sufficient skills needed to manage a complex public 
service industry. The data seems to question that premise.   
While the current argument holds that leaders with a general management educational are 
best suited for management, the health industry may have to take a stronger role in stipulating 
what management skills are needed for a service delivery organization. The industry can no 
longer afford to have leaders making critical decisions on costly services and resources  who 
may not have the right management skills or even an  understanding of the health industry. 
Information in chapter four found that secondary educational opportunities available to 
health-care managers often do not have a strong health industry focus. This perhaps was the 
reason why the United Kingdom planned to introduce  a public corporate university model for 
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the health industry in order to address this shortfall. A public corporate university model may 
not be advantageous for British Columbia but an educational thrust with a strong health 
industry focus is essential. Whatever the goal the industry needs to take an active  role in 
letting educational providers know what management skills are essential for their future 
leaders. Similar concerns were provided by senior health-care leaders as follows:  
Some MBAs do not have sufficient understanding of the 
health industry. 
A management degree or management courses should be 
considered. The best programs are just-in-time learning as it 
addresses current problems and managers can apply this 
learning to an immediate situation.  
One survey respondent presented a very interesting point of view on management education. 
If I complete a Masters in Business Management degree will 
I be a better nursing unit manager even if I do not have a 
degree in nursing as my first degree/diploma? Should all unit 
managers need a health degree/diploma as a start?  
This is a good question. Is there any precedent in thinking that clinical units might be 
managed by individuals without a clinical background.  Similar discussions occurred in the 
1970s in Canada to the point of thinking the department of nursing (later called Patient Care) 
might be managed by someone other than a nurse. While the registered nursing associations 
challenged and prevented this from occurring, the idea has not entirely been dismissed.   
For many frontline health-care managers the question is not whether to take management 
courses, the issue is the uncertainty of what skills they should be pursuing as the health 
organizations continue to have difficulties in identifying the skills needed. 40.6% of 
respondents indicated that competencies were not clearly defined by their organization. This 
thought is also reflected in the comments of  survey respondents:      
I am not sure [health] organizations have a good way to 
standardize and make sure all managers have good skill sets. 
There should be a clearly defined and articulated 
organizational philosophy regarding management and 
leadership, and courses should be aligned with and support 
this philosophy.  
The need for ongoing learning needs assessments was considered in the planning for the 
NHSU in which a ‘Learning Needs Observatory’ was envisioned to: 
……standardize a wide range of existing information on 
learning needs in a way which keeps pace with changing 
requirements(2003:25)  
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The health industry in British Columbia needs a similar idea to identify the learning needs of 
managers as changes occur within their organizations, a tool which is not currently available. 
Skill needs of health-care managers need to be regularly assessed to assure that the learning 
needs of its managers operating in a constantly shifting working environment are being met.    
Thus, while the health industry currently stipulates undergraduate and/or postgraduate 
qualifications for their management positions, this may be inadequate in meeting the demands 
of today’s modern complex service industry. In the past the health industry felt assured that 
by promoting highly qualified clinical and/or technical individuals into senior management 
positions the health organization would be well run. However, health reform has introduced 
the idea of hiring leaders from other industries with no previous health industry experience, a 
factor which has raised questions about health industry knowledge and management skills of 
some managers. The industry needs to become more involved in stipulating the skills needs 
for its leaders. As managers with clinical/technical education see their promotional 
opportunities diminishing, the policy of hiring leaders from other industries has created a 
growing division within the management ranks which needs to be addressed.  
7.2.4 The clinical/non-clinical issue  
Conclusion #4: Health-care managers recognize that a 
clinical/technical background may no longer be adequate for 
a management position in the health industry.  
The findings show that 78.1% of managers with nursing education are at the program 
management level, 18.0% are at the regional management level and 3.9% at the executive 
level. Those with health-related education show a similar pattern of 83.1%, 12.4% and 4.5% 
respectively. While senior health-care managers insist management education is not a factor 
in their selection of health-care managers, the growing practice within the health authorities 
presents a different picture. One senior health-care manager admitted that: 
Fewer clinical professionals are being promoted into 
management. 
The reason for this shift was clearly stipulated by other senior health-care managers as 
follows:  
There is not enough business perspective …too many 
managers are nurses with health care degrees and limited 
business savvy which is imperative today. 
Where a clinical background is not a pre-requisite we seek 
individuals with greater management and leadership skills. In 
areas where financial skills are needed this is a priority.      
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The argument for increased management diversity and the new corporate structure were  
presented in defense of this practice.  Some frontline managers  were partially supportive of 
this policy as noted by one survey respondent:  
In health care if you have a strong clinical background you 
need some business and financial education. If you do not 
have a strong clinical background it needs to be well 
developed and unfortunately some folks have not done this 
and the best decisions are not always made. 
One senior health-care manager openly questioned the policy of hiring managers without 
practical health industry experience by proposing that these managers may need a health 
management degree, specific health management courses or even an internship in health 
management prior to their appointment. He felt this should be a basic requirement to assure 
the health organization the candidate is capable of dealing with the responsibilities and 
complexities of a management  position. Another senior health-care manager insisted that it 
was time to ‘raise the bar’ when hiring health-care managers. One senior manager stated that 
unless this knowledge/experience gap within the management ranks was soon rectified there 
would be long-term problems for the industry. The current ramifications of this hiring practice 
has not only created a growing divide among the management levels, it has created a 
communication problem as managers with different backgrounds try to manage a twenty-four 
hour, seven-days-a week, complex and changing service industry. To date, the need to 
harmonize the knowledge and skills of the non-clinical and clinical managers has not become 
a priority. Another senior health-care manager, showing a deeper awareness of the 
ramifications of the situation, expressed the following comment:  
Frontline managers have the toughest job in the industry. 
While it is essential for senior health-care managers to have 
line management experience, with larger organizations this is 
becoming more difficult….While senior management may be 
expert in certain areas they are not comfortable nor do they 
have the know-how to manage a frontline position. There is 
even consideration that senior managers may need to have 
frontline management experience if positions are to be filled.  
This diversity has complicated the  challenge for management education. The data in  
chapter six shows there is a differences in learning needs as rated by those with different 
educational backgrounds. Those with clinical education are seeking more financial and 
statistical training while those with business education are looking for quality assurance and 
evidence-based management training. With limited educational funding will the industry be 
able to address these different needs? However, this difference in managerial background may 
favour an educational strategy with more tailored learning. Such a tailored strategy might 
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offer managers without health industry experience learning options with greater emphasis on 
the health industry, while managers with health clinical/technical education would be offered 
a more business/corporate option. Internships might be designed to enhance the skills needed 
by either group. In time, through such tailored educational opportunities, the industry might 
be able to unify the skills of both groups. This is assuming that the corporate model remains 
firmly in place in the years ahead which is unclear according to some senior health-care 
managers.   
Thus, health-care managers currently bring to the industry a variety of undergraduate and 
postgraduate qualifications, with a growing divide occurring between the senior and frontline 
managers due to the hiring policies of health organizations. It is essential that the industry 
have some means of harmonizing the skills of its managers. To achieve this the industry will 
have to be clear on what skills are essential and plan tailored learning initiatives to meet the 
differing learning needs of its leaders. Diversity in background knowledge and skills can 
benefit the industry as long as the industry creates an education strategy to unify and enhance 
these skills. The question which now arises is whether the learning environment of the 
industry is ready for this change.  
7.2.5  A changing learning environment 
Conclusion #5: Health-care managers are cognizant of the 
changes which are occurring in their learning environment.  
The need for a learning environment, first identified in chapter four,  was noted by one survey 
respondent as follows: 
An adaptive learning environment is necessary to support 
just-in-time educational/training to meet the needs of 
managers within a rapidly changing health care environment. 
Whether the health industry can be described as a learning environment after years of health 
reform is open to question; many managers would likely describe it more as one of  survival. 
Chapter six showed that health-care managers are aware that health reform has affected their 
learning environment with data provided on a number of points. The findings in chapter six 
show that 85.4% of health-care managers believe lifelong learning has become a necessity in 
coping with change. This awareness is also reflected in the following survey respondent 
comments:   
To manage for success, managers must commit to ‘Life Long 
Learning’ and adapting to and managing change.   
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I do believe that learning is a life long experience, it is the 
only means to maintain your competencies and keep up-to-
date to the changes that are positive.   
The findings in chapter six show that 92.9 % of health-care managers feel they are now 
personally responsible for their own learning, a shift from the traditional pattern where the 
health organization provided most education. Those with this view were mainly females 
(72.7%), over fifty-one years of age (45.1%) working in an urban location (94.8%) and with 
no degree (96%) or postgraduate (95%) education. This personal responsibility was also 
reflected in the comment of one survey respondent:   
Managers should take responsibility for their own education. 
The employer should assist them in identifying areas that 
need improvement and have some in-services/workshops that 
teach how to deal with situations for the front line 
[management]level.  
Health reform was also responsible for skills being outdated. 82.6% percent of survey 
respondents indicate their skills are outdated due to health reform, a view held mainly by 
females (73.9%), those over forty-one years of age (84.9%), those working in urban locations 
(95%) and those with undergraduate (80%) and postgraduate (84%) education. 81.5% 
indicated new skills are needed quickly. This situation was supported in the following 
observation of one survey respondent: 
Change has made what I learned out-of-date or of no use. 
Increased complexity of the working environment due to health reform had also created a 
more difficult learning environment. 73.5% of health-care managers held this view, mainly 
females (71.2%) , those over fifty-one years of age (43.6%), those working in an urban 
location and those with undergraduate (72%) and postgraduate (75%) education. Senior 
health-care management comments also recognized the growing relationship between 
increased workloads and a lack of time for learning for many managers.  
 Awareness of the changes to their learning environment due to health reform may be the 
reason why health-care managers have become more critical of the quality of learning 
currently available to them. The intent of the survey question on health management 
education was to solicit the personal perspective of health-care managers on their current  
learning options. 42% of the additional comments provided by survey respondents focused on 
the problems of current management education. Respondent views have been collated into 
four categories: course content did not meet learner needs, course content not relevant or 
practical, unable to apply the knowledge and skills learned, and  no testing of learned skills.  
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Course content did not meet learner needs.  Survey respondents found that the course content 
was too complex to use in the health workplace, too brief, delivered in isolation, too much 
was presented in a short period, or the material was already known. One respondent thought: 
Short segmented education may be easier to do and learn 
than longer courses which engulf everything. 
This comment would seem to support the short learning modules preferred by adult learners 
which were identified in chapter four.  Small units of learning were also envisioned for the 
NHSU, learning which could be completed in short steps. These short educational options 
were to be complimented by more extensive programs of longer duration from entry-level 
programs to full degree programs (2003:33). A similar consideration may be helpful for 
health-care managers in British Columbia whereby they could access learning on an ‘as 
needed’ basis.   
Respondents also noted that the course content of some management courses did not 
address the knowledge level of the learner, the classroom format did not address the 
experiential learning style of the learner, or  there was too little interaction in the learning  
(i.e. as stated by one respondent, “too much sitting and listening”).  
Course content not relevant or practical. Survey respondents found that courses had no 
application in health care, were not realistic, were too theoretical, too ‘touchy feely’ or too 
idealistic, had no public sector orientation, were the ‘flavour of the month’ or were not 
sensitive to the fact that health-care managers work long hours in a complex environment. 
Two health-care managers were  more emphatic in their assessment;  
In my experience very generalized management courses have 
insufficient relevance to managing a large nursing 
department.  Most nursing managers, manage far too many 
people in three separate unions that cover an operation 24/7.       
Managers in health care work long hours in a complex 
environment. We are also urged to take care of ourselves and 
not allow work to become our whole lives. Educational 
opportunities need to be sensitive to these competing 
messages/realities.  
This need for practical relevancy of the educational offering to the health industry was also 
mentioned in chapter four and is supported by the following survey respondent comments:  
I find that courses are not related to the day-to-day operations 
of a health organization. 
If courses are too private system oriented then they are less 
helpful in public sector application.  
Chapter Seven: Analysis-Management Education Needs 260 
Postgraduate courses within a Master’s program were not 
health care specific.  
As observed by one survey respondent, another issue is that course content is often not 
adaptable to small rural or remote facilities:  
Basically, there is no education for those not working in 
large centers.  It is less available to rural  managers and less 
specific to small facilities. When you do go to the urban 
educational sites ‘We don’t speak the same language’.   
Unable to apply the knowledge and skills learned.  The respondents stated they did not have 
time to implement change, peers and upper management did not support them in the 
implementation of change and/or there was infrequent use of the skill, so the knowledge was 
lost. This view was also expressed in the following comments:  
I need the opportunity to implement and use the training, 
otherwise my skills are not maintained. 
The opportunity to apply the skills learned has been lacking. 
No testing of learned skills. Survey respondents also noted that testing of such skills was not 
part of the educational outcome . One respondent referred to this in the following comment: 
Current healthcare education in the form of in-service , 
workshops, and seminars lacks skill testing for effective 
learned outcomes (i.e. self tests, exams, instructor feedback).            
More detailed comments of current management education may be found in Appendix J.  
Thus, health-care managers are aware of the many changes to their learning environment 
created by health reform and have become increasingly critical of current management 
educational opportunities which are not meeting their learning needs. The issues raised 
indicate that health-care managers feel that the learning being provided is not tailored to the 
adult learner or learning style of the learner nor suited to the health industry or the manager’s 
specialty, and does not produce  work-ready skills. Individuals with minimal time for learning 
are less receptive to wasting their time on learning which does not give them practical skills to 
cope with a complex working environment. The lack of involvement of health-care managers 
into much of their learning was evident in discussions with health authority educators. How 
much is involved in higher education is uncertain. The NHSU plan was to involve health-care 
managers in curriculum development (2003:41), a feature which should be incorporated in 
British Columbia. The dilemma for health-care managers and education providers is to design 
a learning strategy that is resilient enough to adapt to shifting learning demands. As the 
industry’s need for well-trained managers continues to grow the industry will be forced to 
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reassess their management education strategy. One of the first steps in such  planning will be 
to understand what new skills health-care managers need in their newly reformed working 
environment.  
7.3 The need for new management skills   
All four datasets show that the skill needs of health-care managers have changed because of 
health reform with the majority of managers obtaining their skills through short-term 
organizational training sessions. The question is whether this training is adequate in light of 
the new management challenges created by health reform, and whether new learning options 
need to be examined. In this section this shift in learning will be reviewed under the following 
three topics: competency learning for health-care managers, short-term learning priorities, and 
are managers trained for change?.   
7.3.1 Competency learning for health-care managers 
Conclusion #6: Health-care managers are becoming aware 
that they may not have sufficient competency training for 
their new responsibilities.   
Identifying the  management competencies of an organization that keeps changing is difficult, 
a point already noted in chapter three. However, in chapter four, one reason why competency 
lists continue to be used is to facilitate dialogue for educational planning. This is the very  
reason a short competency list was used in this study. The purpose was to aid discussions on 
what competencies health-care managers needed after years of health reform. In chapter six, 
using a list of fourteen competencies, survey respondents provided information on where they 
had acquired their training, how they rated themselves on this list of competencies and their 
short-term learning priorities. The fourteen competencies used in the survey were: 
 Evidence-based management (EV),  
 Use of statistics (STAT),  
 Communications and information technology use (COMMS),  
 Governance and policy development (GOV),  
 Leadership skills(LEAD)  
 Conflict management (CM),  
 Change and complexity (CC),  
 Evaluating management plans (EMP),  
 Environmental and risk management (ERM),  
 Quality improvement (QI),  
 Human resource management(HRM),  
Chapter Seven: Analysis-Management Education Needs 262 
 Financial analysis(FA),  
 Project management (PM), and  
 Contract management(Contract).  
The findings in chapter six show that twenty-nine percent of health-care managers have had 
no training in the fourteen competencies and fifty-seven percent received their training 
through in-service, workshops and/or seminars. In other words, the majority of competency 
training for health-care managers is being provided through short-term learning opportunities. 
Consistent with the educational opportunities described in chapter four, health-care managers 
are receiving training mainly in change and complexity and such people skills as leadership, 
conflict management, human resource management and communications.  In ranking their 
competencies, health-care managers ranked themselves high in the same skills where they are 
currently receiving some training and low in skills where training is less. In other words, they 
ranked themselves high in leadership skills, change and complexity, conflict management, 
human resource management and communications. Quality Insurance, project management 
and financial analysis were ranked in the mid-range showing that there is some training in 
these skills. The rest of the competencies were ranked low with contract management 
identified as the skill where there is the least amount of training. A similar skill pattern 
occurred with regard to gender, age, and education with slight differences such as males and 
those under forty rated themselves higher in financial skills, and those with undergraduate and 
postgraduate education rated themselves higher than those with no degree in all skill areas. 
The data also shows that those who already had some competency training were more likely 
to seek further training.  
Thirty percent of the comments from senior health-care managers focused on management 
skills identifying similar but a slightly different set of skills. As seen from their perspective 
health-care managers need the following competencies: negotiating skills, financial 
management skills, implementation of management plans skills, the ability to work smarter, 
the ability to work in a public/private environment, the ability to create a seamless health 
service, the ability to manage regional strategies, being good at relationship building, 
increased confidence in implementing regional best practices, and the ability to integrate 
service planning with community groups. People and change and  complexity skills were 
regarded as essential skills along with planning and financial skills in dealing with corporate 
issues following health reform. Capturing these views the following comments were provided 
by senior health-care managers: 
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Health reform has introduced multiple stakeholders, and 
managers need to be able to deal with multiple levels and 
groups of people who can derail any initiative the 
organizations tries to do. 
The most needed management skills are: communications, 
project management, people skills (team building), strategic 
planning, working with personnel , being able to work 
smarter and having a resiliency to change.  
In addition to the fourteen competencies used in the survey instrument, respondents were 
asked to identify additional competencies important in their current management activities. 
These additional competencies have been collated in Health-care Management Learning 
Needs list found in Appendix H. Four general categories emerged in this listing of additional 
competencies such as: people skills, business and customer service skills, planning skills, and 
general skills.  
As noted in chapters three and four, competency lists are not a static entity but change 
frequently especially in organizations with ongoing restructuring. Also generic management 
competency lists created for an entire organization lack the specificity to help individual 
managers in identifying their personal learning needs. If more tailored learning is to be 
considered then the industry will need to consider using technology to help managers quickly 
identify their learning needs to create a learning plan. Such tools exist in other industries, the 
health industry will need to create one of its own. First, health organizations may have to  
identify the competencies needed for specific management positions. But addressing such 
competency training, particularly if it means more tailored learning, presents a challenge to 
traditional educators. Discussions with health industry educators show that while they 
acknowledged more management skill training was needed, in their view, the current teaching 
schedule could not be changed. Senior health managers and industry stakeholders also 
supported the need for more skill training, possibly through e-learning, but did not know how 
this could be accomplished and seemed hesitant in allocating more resources to management 
education. The dilemma facing the health industry is how to set up a method of being able to 
quickly identify the learning needs of its leaders without wasting excessive time and/or 
resources. In addition, the instrument chosen needs to be adaptable to a changing working 
environment. Technology is the answer but the tool must be designed for the health industry.  
What does all this mean for an educational strategy for health-care managers? It means that 
a single management competency training plan will not address the diversity of competencies 
needed. Competency training options will need to be tailored to meet differences in prior 
training, gender, age, working location and educational backgrounds, factors which are not 
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currently addressed in the educational opportunities available to health-care managers. For the 
health industry this will require not only increased resources but leadership to accept the need 
for such tailored learning. As an aid to such planning, it may be helpful to analyze a priorized 
listing of competency learning needs provided by survey respondents, for this list presents 
another view of the learning needs.  
7.3.2 Short-term learning priorities 
Conclusion #7: Health-care managers’ selection of short-
term competency learning needs reflects their awareness of 
their changing working environment  
While the findings in chapter six provided one pattern to the competency learning needs of 
health-care managers, when survey respondents were asked to priorize their learning needs in 
the next twenty-four months, they provided a different list. This priorized list of learning 
needs, from the most to the least training, is as follows:    
1. Evidence-based management (most needed learning) 
2. Change and complexity 
3. Financial analysis 
4. Project management 
5. Evaluating management plans 
6. Quality improvement 
7. Leadership skills 
8. Conflict management 
9. Communications and Information Technology use 
10. Governance and policy development 
11. Contract management 
12. Human resource management 
13. Use of statistics 
14. Environment and risk management (least needed learning) 
 
This list shows evidence-based management, change and complexity and financial analysis as 
the top three immediate skill training needs according to health-care managers. With regard to 
the first and third competency learning needs, evidence-based management and financial 
analysis, there is some consistency with the findings in chapter six. The second learning need, 
change and complexity, is an anomaly and will be addressed in the next section.  
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In evidence-based management the findings show that thirty-seven percent of respondents 
had no training and fifty-one percent had in-service/workshop training and rated themselves at 
3.04 (i.e. a mid-range) in this skill. Those with no degree or neither a clinical or business 
degree rated themselves lower in this skill. Those with some previous training in this skill 
identified this as a greater learning need then those with no training, 62.0% to 38.0% 
respectively. Males and those with undergraduate/postgraduate education rated themselves 
higher in planning skills (i.e. which included evidence-based management) compared to 
others. It is not surprising then to find that more females and those over 46 years of age 
selected this as their learning priority.   
The selection of evidence-based management as the number one learning priority was not a 
surprise to health industry stakeholders. One stakeholder felt that it was likely due to the 
increased emphasis on evidence-based clinical decision-making, while others  suggested it 
was due to increased accountability and more business strategies in the health industry. The 
need for greater evidence-based decision-making was also noted in the May 2000 CCHSE 
survey of Canadian Chief Executive Officers  which found that in the health industry:  
……there is more rigorous prioritization and greater use of  
an evidence-based approach to decision making (Armstrong, 
Brunelle et al. 2000:9). 
Survey respondents provided additional comments on the need for greater evidence in 
management decision-making, as follows:     
Change is happening with greater frequency and needs to be 
supported with evidence.  
Managers require better tools to make evidence-based 
decisions. Such tools as outcome data, infrastructure support 
are not easily accessible to front-line managers. 
We lack the basic information to support evidence-based 
management. 
With regard to financial analysis the findings show that thirty-three percent of respondents 
had no training and fifty percent had in-service/workshop training in financial analysis and 
rated themselves at 3.11(i.e. mid-range) in this skill. Those with no degree, one clinical 
degree or neither a clinical or business degree rated themselves lower in this skill. Those with 
some previous training in this skill identified this as a greater learning need than those with no 
training, 66.6 % to 33.4 % respectively. As noted in 7.3.1, males, those under forty years of 
age and those with undergraduate/ postgraduate education rated their financial skills higher 
than others.  
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Financial analysis, as the third learning priority was supported by industry stakeholders on 
the basis that cost savings and limited resources continue to dominate health industry 
management activities.  Senior health-care managers supported this learning need and added 
the following comments: 
There is a basic need for greater financial management skills. 
A health-care manager is really disabled if he/she does not 
have this skill. 
There is already $100 million spent in private contracts in the 
health authority and this could rise to $200 million. Health-
care managers are not versed in dealing with contracts.  
Survey respondents were equally aware of the need for more financial capabilities as evident 
in the following comments:  
We need to have a degree in finance to completely 
understand management strategies in health care today. Not 
enough financial training for nurse managers is a huge 
problem. 
More fiscal skills are necessary. 
Need to be more cost effective to provide best practice. 
Thus, the selection of the first and third competency learning needs appeared to be consistent 
with the data in the study, with these learning needs being chosen mainly by females in the 
older age groups with a particular educational background. For health management 
educational planners this variation in learning needs again supports the need for more tailored 
learning options for health-care managers. The challenge for educational curriculum designers 
will be how to create learning units that can adapt to different learning needs and stay up-to-
date with changing organizational needs. The remaining question is why health-care managers 
chose  change and complexity as their second learning priority, an apparent anomaly to the 
findings in chapter six.   
7.3.3  Are managers trained for change? 
Conclusion #8: Health-care managers realize they may need 
more training in organizational change and complexity 
For the past thirteen years, health reform has introduced considerable change throughout the 
health industry in British Columbia. For most health-care managers three rounds of 
restructuring has concentrated their energies on adapting to workplace and services shifts. 
Chapter four showed that mandatory health authority management educational programs, 
when available, focused on such topics as: financial savings, facility and service restructuring, 
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human resources and coping skills, expected topics at a time of major organizational change. 
However, in chapter four it was also pointed out that educational opportunities vary among 
the health authorities. A large number of health-care managers have limited learning 
opportunities and increasing difficulties in attending classroom delivered learning. While 
some form of change and complexity training apparently exists, for many health-care 
managers it is not enough.   
The findings in chapter six show that only fifteen percent of respondents have no training 
in change and complexity with sixty-one percent receiving such training through in-
service/workshops. On average respondents rate themselves high in this skill at 3.81. There 
was consistency in this high rating pattern by gender, age, and education. Those with both 
clinical and business education rated themselves higher (4.17) compared to those with one 
business degree (3.97), those with neither clinical or business education (3.78) , those with 
one clinical degree (3.73) and those with no degree (3.64). Those with previous training in 
this skill rated this as a learning need over those with no training, 85% to 15.1% respectively. 
The question remains then as to why survey respondents identified this as their second 
learning priority. 
Interviews with health authority representatives and senior health-care managers confirmed 
the existence of change and complexity courses but admitted the focus of such learning was 
on coping skills with little emphasis on practical management skills such as: how to provide 
quality health services in a constantly changing industry, how to plan and implement change 
over a large geographic area, how to manage with ongoing reduction in resources (i.e. how to 
do more with less), how to effectively work  with community groups in planning and 
changing health services, or how to design health services for individual customer needs. 
Similar views were reflected in some of the senior health-care managers comments, as 
follows:   
Managers need to be able to effect change and how to deliver 
health care differently. A lifetime job is no longer possible. 
Managers need to understand the complexity of the 
organization. They also need to understand finances as it 
relates to their budget, systems thinking and how to use 
statistics. 
There is a need for managers to become more business-
oriented and have a better understanding of people, all 
encompassed within the ever-present climate of change and 
stress. 
Chapter Seven: Analysis-Management Education Needs 268 
One senior health industry stakeholder was surprised that complexity did not receive more 
emphasis by survey respondents as this was becoming a major issue in the industry. In higher 
education, change management topics are found as part of a course, but whether such change 
material provides learners with practical management skills is not evident in the course 
descriptions. 
Health industry stakeholders felt that the selection of this competency as the second 
learning priority reflected the ongoing uncertainties in the industry as rumors of more change 
circulate. This ongoing uncertainty is reflected in the  comments by survey respondents as 
follows:    
Management in these days requires the ability to multi-task 
and respond to the ever-changing needs of the industry in 
very tight time frames. Everything is quick and dirty.  
Broader range of expertise is needed –such as the need to be 
an accountant, lawyer, helpdesk, counselor, secretary, 
mediator. 
Ability to know more, to be adaptive, operate without the full 
picture, less micro management – all of which require 
educational courses that acknowledge this new dynamic. 
The selection of this topic as one of the top three learning needs may reflect the uneasiness of 
health-care managers knowing that health reform is to continue and/or it may point to a need 
for more practical management skills in addition to coping skills. What is clear is that this 
remains an important competency for health-care managers irrespective of the amount of 
training resources which have already been expended.  
For the health industry this data suggests there may be a need to reassess the underlying 
needs of managers with regard to change and complexity and whether other aspects need to 
be addressed in the curriculum. Another issue with regard to change and complexity training 
is the timing between the introduction of change and training. This was noted in the 2000 
CCHSE study of Chief Executive Officers in the following statement:  
The most common reason cited for lack of preparation was 
either that the particular trend was not contemplated at the 
time training took place or that the magnitude of the change 
was unanticipated (Armstrong, Brunelle et al. 2000:4)  
With change occurring at so many levels within the health industry, timing may be a key 
factor in getting educational material to industry leaders for it to be relevant or effective. 
Further research is needed to fully understand how change affects management decision-
making, and  how to get training to industry leaders at an appropriate time. This may have 
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been the thinking of the NHSU planners in having learning services directly linked to 
“improved working practices, underpinning new roles and implementing new ways of 
working”. Senge also envisioned  greater frontline managers involvement in research, 
something that is rather limited in the current environment (2003:12), (Senge,1999:433). 
These may be ideas which the health industry of British Columbia needs to explore in their 
efforts to improve the learning environment of health-care managers. Increased study is 
needed to determine the most effective change and complexity learning methods as this will 
continue to be a key topic for years to come.   
Thus, the material in this section shows that the competency learning needs of health-care 
managers are not conducive to a single learning model but will require greater choice of 
learning. Differences in competency learning varies by gender, age, educational background 
and, as shown in chapter three and four, such need vary as the organization changes. 
Whatever learning strategy is chosen for British Columbia, it will need to incorporate 
technology to quickly identify the management learning needs of individual managers as the 
organization changes. A plan is also needed to help managers choose from a variety of 
competency learning paths designed to address prior training, learning style, and other factors 
of the learner. Learning technologies would seem to be the obvious choice in enabling the 
industry to accommodate these new learning challenges. These will be addressed in the next 
chapter. Having identified some of the learning needs of health-care managers, the next step is 
to understand why health-care managers are having difficulties in achieving their learning 
goals.  
7.4 Learning challenges  
Learning challenges were introduced in chapter four and will now be reexamined in light of 
the data obtained in this study. Thirty percent of comments from survey respondents focused 
on barriers to learning. Study participants were very clear in their comments on the barriers 
affecting their abilities to pursue additional learning. The four which will be examined in this 
section are: lack of time for learning, the need for organizational support, the need for 
different funding options and more credit for experience and learning. Technical skills as a 
learning barrier will be addressed in chapter eight.  
7.4.1 Lack of time for learning  
Conclusion #9: A lack of time may present a barrier for 
health-care managers in pursuing additional learning 
As described in chapter three, increased workload, lack of time and too much stress have  
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become a part of the working life of many managers in restructured organizations. 73.5% of 
survey respondents indicated they have a difficult working environment with 60.5% 
indicating that such an environment makes learning difficult. Like other industries, the health 
industry has experienced a decrease in the quantity of managers at the same time as service 
demands are increasing. Thus, it is not surprising that health-care managers identify increased 
workload and a lack of time as primary barriers in achieving their learning goals. Survey 
respondents had the following comments on workload:   
Extensive role demands require working extended hours 
which limits the ability to participate in additional study. 
Before education can really move forward, a stable work 
environment must be in place. Eventually, employees at 
every level can no longer stand the constant cutting and 
slashing.  Thinking about education means you have hope, in 
an environment without hope, it is hard to motivate yourself. 
Also there is no upward mobility in the health care system 
and it is paramount that you remain a clinician first and a 
manager second. 
In order to have the time and opportunity to learn, the 
workload must be addressed. This could easily be done by 
having secretarial and time-keeping support (as well as 
clinical support depending on your portfolio). I am not 
convinced that smaller portfolios are the answer but I do 
believe that it is necessary to free up time for managers. 
Survey respondents and senior managers kept reiterating that until there is a more stable 
working environment or reduced workloads the motivation to pursue education was simply 
not going to happen for many managers. Considering the amount of change anticipated in the 
health industry in British Columbia (refer to 7.2.2), a stable working environment will not 
likely occur in the near future. In order to address these issues health-care managers will need 
to become more resilient in dealing with change seeking to delete outdated management 
practices and/or introduce new methods and technologies to streamline their activities. 
Followed closely with workload, is a stated lack of time for study, another major issue for 
some survey respondents as follows:  
Hours of work and responsibility have increased! Time off is 
extremely important otherwise I can’t keep up with work.  
This leaves little/no time for formal education which I find 
quite disappointing, but I can’t keep up the pace of work and 
study. 
It is very difficult to find, to make or to justify the time to 
attend educational events. This is very often because of the 
constant demands and/or priorities on a manager’s time, the 
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reduction in support staff (clerical/administrative) and 
management staff (greater span of control/less support staff).  
Time off to study is a critical necessity that is not recognized 
by health care organizations [health authorities]. 
Whether the traditional measures of time off for study and/or being able to study at work can 
be achieved in the current working environment is uncertain. As noted in chapter three, this 
workload/time issue has many dimensions  which will require much study. Although a lack of 
time for study was identified by a number of survey respondents, there is some evidence that 
this is not entirely the case. The findings in chapter six show that 66.4 % of managers have 
attended some management education training in the last twelve months, with the majority of 
those having some undergraduate education. 96.9% have attended some management 
education training in the last two or more years with the majority of that group having both 
undergraduate and postgraduate education. Only 30.9% of those with nursing education have 
had management training. Thus, those with some prior education are most likely to have had 
some management training. Given that many of these management courses may have been 
mandatory, it still indicates that time was found for such learning, admittedly less for those 
with nursing education. The lack of time for learning may therefore reflect the earlier critical 
views of some survey respondents with regard to the value, convenience, and the quality of 
such learning. It may also reflect a need for something different in the learning experience, 
content or outcome which has yet to be determined.        
Interviews with senior health-care managers presented a mixed perspective on how 
workload and stress were affecting their managers  One interviewee thought that coping skills 
were individualistic and, as such, some managers coped better than others. Other senior 
managers felt that most managers seemed to be coping but they were concerned as to the 
amount of sustained stress managers could withstand. It is this sustained stress combined with 
the need for ongoing skill training which needs to be addressed. Industry stakeholders 
supported the view that workload and a lack of time for study were major barriers to learning. 
Since both issues, workload and a lack of time for learning, remain stumbling blocks to 
learning, the health industry may need to take a more in-depth look at these issues if they are 
to achieve the skill training needed for managers. Improving the working environment of 
health-care managers is critical. Also bringing more learning into the worksite may work if 
delivered in small enough units to accommodate the apparent time restrictions of managers. 
While e-learning may address some of these issues, perhaps the underlying barrier to learning 
has more to do with a lack of organizational support then a lack of time.  
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7.4.2  Need for more organizational support for learning 
Conclusion #10: Some health-care managers believe more 
organizational support is needed if they are to pursue 
additional learning.  
As shown in chapter four, organizational support for learning has a number of features. 
Support may include verbal recognition for the learner’s extra effort in assuming additional 
responsibilities for learning, or it may also involve the expenditure of providing tutors and/or 
technical support for learners. The degree of organizational support sends a clear message to 
the learner that education is valued and both the organization and the individual share in the 
benefits. However, the organizational message health-care managers are receiving does not 
seem to foster this positive view.  
Survey respondents indicated that there is still need for greater support from senior leaders 
for education. 40.6 % of survey respondents indicated that competencies were not clearly 
defined in their organization. Respondents also noted an ongoing lack of praise for their 
educational pursuits, some stated senior managers often did not know the content of training 
programs and some fostered a negative view towards the time taken for such learning. In the 
opinion of survey respondents:   
Education is seen as a frill rather than a necessity, and yet 
one is expected to have many new competencies quickly.  
Senior executives need to fully support the education of 
managers in their organizations. Although clinical training is 
essential to remain current and to provide excellence in care, 
managers require additional training in this constantly 
changing climate. 
I do not feel higher education is always supported by the 
organization.  
The difficulties in pursuing learning opportunities for health-care managers in rural settings is 
commented upon by one survey respondent:  
Education is difficult to obtain in rural settings especially in 
small hospitals with limited budgets and no relief to cover 
while away on courses, especially with 24 hour ‘on call’.  
The need for more resources  was identified by another survey respondent: 
As there is need for lifelong learning, organizations need to 
commit more support, financial and otherwise to make 
learning easier and more accessible for managers.    
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One senior health-care manager felt their organization saw management education as a one-
time process which challenged any discussion with regard to ongoing skill training. Such 
mixed messages have prevented many managers from pursuing additional education, as in 
many cases it presents a personal cost commitment for which there may be no career 
advantage. Health organizations need to make it clear to managers what skills are imperative 
for their new roles and that they have the full support of the organization in pursuing such 
education.  
Currently, health authorities do not provide any formal educational support in the form of 
tutors. For many managers, whatever learning information they receive is provided by 
colleagues or obtained on an ad hoc basis through an outside educational provider. As noted 
in chapter four, technical support for education is not available through the health 
organizations and is often limited in higher education institutions. Greater technical assistance 
is needed if managers wish to consider more learning technologies in their educational 
pursuits. Technical access and support will be discussed further in the next chapter. The latest 
trend in requesting increased coaching and mentoring by health-care managers may reflect 
this feeling of a lack of support in the organization and/or highlight the under-management of 
the industry which was identified in chapter three. Further discussion on support measures for 
health-care managers will be presented in chapter eight.  
With the lack of verbal support, limited orientation and a shortage of managers to provide 
advice, many health-care managers feel they are being dropped into complex management 
roles in which former skills are obsolete and the learning of new skills is restricted by 
organizational issues and a lack of learning opportunities. 82.6% of respondents indicated 
their skills were outdated. As mentioned in chapter four, executive management support for 
management education differs among the health authorities.  
Perhaps the health industry in British Columbia can look at what measures were 
contemplated by the NHSU to support learners. The support measures considered in the 
planning were: a telephone link, a website, an e-mail service, face-to-face support at 
workplaces and through local learning centers, career advice, information and advice on 
courses, study skills advice, learning support, information and advice on work-related matters, 
mentoring, expert tutoring and guidance on progression (2003:18,57).  The lack of 
consistency in the learning support for health-care managers is a key issue in British 
Columbia, with each health authority going its own way. Whether this means the province  
would benefit in having a separate health leadership education strategy is still unclear, but 
there would be definite benefits in having a consistent plan for all health-care managers. 
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Health-care managers want equity in education, and consistency in the type of learning 
options available to them. If the province was to establish a single  management education 
strategy managed through each Health Authority, it would require strong leadership to 
achieve the cooperation and coordination necessary for an effective plan. Both internal and 
external partnerships would be needed. The biggest issue will be what financial resources will 
be allocated for such education as this remains a key issue for some survey respondents.  
7.4.3 Need for different funding options 
Conclusion #11: Health-care managers want more equitable 
funding policies and support measures if they are to pursue 
additional learning    
Chapter four showed that health management education funding varies by health authority 
and is focused mainly on senior managers which leaves many health-care managers facing a 
personal financial outlay for their professional development. While some managers may be 
able to afford such financial costs, this may not be an option for others. As shown in chapter 
four, health authorities with the greatest population (usually in the southern part of the 
province) have larger funding envelopes than those in less populated areas, and demonstrate 
this in their funding support to senior management education. While 92.9% of respondents 
recognize the increased personal responsibility for their learning, the current situation with 
some managers getting financial assistance and others not, has created an equity issue. Some 
survey respondents had definite views on this topic as noted in the following comments:   
Funding for management education is selective and funnels 
everyone to do the same course or you get no funding. 
Encouragement for master’s level of education does not exist 
in fact you are penalized for doing higher education like your 
master’s. 
Inconsistent policies  regarding financial assistance for 
higher education. Some health authorities/organizations pay 
50% or more toward a Master’s degree – others pay little or 
nothing.  
It is this inconsistency among the health authorities and within the health authority that needs 
to be addressed. Innovative funding options were proposed by other respondents:   
More funding needs to be provided for scholarships. Interest 
free loans to managers taking approved graduate level 
courses is a necessity as executive style programs are 
expensive (approximately $19,000 per course).  
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The organization should support managers more financially 
and with time to achieve graduate degrees and graduate 
certificates related to management and delivery of healthcare.   
I would advocate that financial incentives be made available 
for the completion of an MBA or Master of Health 
Administration.  
Above and beyond the need to provide learners with more funding options, health 
organizations need to be assured of a return-on-investment. Currently, health authorities are 
providing funding for postgraduate  education for a number of managers without any 
assurance that the organization is benefiting from this expenditure. Cost benefit analyses need 
to be carried out so the health industry can be assured it is receiving value for the funding 
allocated for management education, especially when industry funding is limited.     
For other respondents educational funding needs to be separated from operational funding  
and clearly designated for managers:   
To support management education to benefit health care, 
there needs to be educational funding set aside that is not 
health authority managed so all staff have the ability to 
grow/learn regardless of how rich/poor our regions are. 
Time and money should be submitted within a manager’s 
budget to develop and carry out their learning needs. 
Health organizations need to make it clear what is funded and what is the personal 
responsibility of the managers. This point was more clearly expressed in the NHSU planning. 
The NHSU planners felt it was important to indicate clearly what elements of the plan would 
be free to learners, funded out of core NHSU funding, and which would be paid for in part or 
wholly by employers or other government agency. Equitable rules and guidelines were to be 
established on the appropriate balance between learner entitlements and their own 
responsibilities (2003:26,97) In addition, the NHSU plans contemplated scholarships and 
access to a learning account (2003:11,46), ideas proposed by respondents in this study. 
Similar policies may need to be considered in British Columbia. Educational funding will 
have to be separated from operational budgets if there is any chance of success. Arguably the 
current policy of each health authority having its own management education strategy creates 
unnecessary duplication as well as a mixture of strategies. While a consolidated leadership 
educational strategy for the province would achieve a better use of limited resources, its 
realization would require dynamic leadership. Yet a unified plan would address the 
appearance of a lack of equity and provide more learning options for health-care managers. 
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Further study to identify the best funding options for British Columbia will be needed. If time 
and costs issues can be addressed, then access to higher education may be the next challenge.  
7.4.4  More academic credit for experience and other learning  
Conclusion #12: Health-care managers want more credit for 
their professional experience and other learning.  
Chapter four highlighted the growing need for increased academic credit for on-the-job 
learning which has escalated with the arrival of a learning economy. As health reform 
accentuated the need for more credentials in competing for reduced management jobs, it also 
accentuated the need for more academic credit The findings in this study show that 60.5% of 
respondents want more academic credit for their professional experience, this view being held 
by mainly females (71.5%), those over fifty-one years of age (49.5%), and those with both 
undergraduate and postgraduate education (42.6%).  Survey respondents added the following 
comments to this issue of academic credit for experience:  
Too much emphasis is based on degrees earned and not 
enough credit for experience.  
Many of our managers, although they have participated and 
upgraded their skills in many ways do not receive enough 
recognition for their experience in the same way as is often 
reflected by the degree recognition. The degree does not 
replace the need for experience and this needs to be reflected 
in a bigger way.    
To achieve more academic credit for professional experience one survey respondent 
recognized the need for some evaluation process, as follows:  
If experience became an option for academic credit there 
would need to be a specific criteria for evaluation so that it is 
not twelve years of doing the same thing over and over rather 
than twelve years of new and different learning experiences.  
Chapter four described how other jurisdictions have already begun to address the issue of 
credit for on-the-job training and, if important to the health industry, could provide valuable 
information on the topic. A basic part of the NHSU plan was to recognize prior learning and 
experience and to develop links to learning credit, awards and qualifications (2003:28)  
With regard to other learning, 76.4% of respondents want more academic credit for such 
learning as i.e. in-service, workshops and seminars, this view being held by mainly females 
(73.7%), those over fifty-one years of age (45.7%) and those with both undergraduate and 
postgraduate education (46.3%). In addition, respondents want more learning opportunities 
towards a higher qualification, as follows:  
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I would like to see more courses offered that lead to a higher 
formal degree, often many courses taken but no recognition 
given. 
Whatever credit system is adopted in evaluating other learning opportunities, the underlying 
test should be is whether the individual can perform, as noted in the comment of one survey 
respondent:       
Academic credit should be based on the skill demonstrated, 
not the type of course or experience.  
The question remains as to what agency/organization will do such skill testing? Presumably 
the health industry would establish some means of judging the management skills of those 
graduating from any educational program. If such a system were to be activated, in time the 
health industry and educational providers would become adept at achieving the outcome skills 
needed for the industry.  
While the majority of managers believe they should receive more academic credit for 
experience and other learning, this is not happening for many. Like the NHSU, British 
Columbia may need to establish clear guidelines for increased academic credit for health-care 
managers, especially for those willing to assume increased responsibility for their own  
learning. Further study may be needed to determine how best to address this issue. If higher 
educational credentials are essential for all health-care managers, then this issue of academic 
credit is important especially for older health-care managers. The biggest challenge facing the 
industry is how to facilitate access to higher management education for 17.7% of health-care 
managers with no undergraduate education and 48.5% with no postgraduate education, the 
vast number residing at the program level of management. If management skills are important 
for everyday service operations and/or advancement then the need for greater access  to 
learning is far greater then those without undergraduate/postgraduate education. The health 
industry is facing a major educational challenge which can only accelerate in the years ahead.  
Thus, this section has highlighted the challenges which are preventing health-care 
managers from achieving their learning goals, all challenges which could be addressed with 
increased planning, technology and increased funding. The current workload issues need to be 
streamlined to increase the learning time for  managers. Small units of learning might enhance 
the abilities of frontline managers to access new skills, learning options which have yet to be 
created. A number of organizational support measures, equitable funding options, and 
increased academic credit will be needed to enhance the learning environment of health-care 
managers. Fundamental to such planning is the use of learning technologies, the focus of the 
next chapter.     
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7.5 Conclusion  
The information in this chapter, the first of two analysis chapters, has shown that continued 
change is to be expected in the health industry in British Columbia, a prediction which 
provides little relief for health-care managers. Such change will continue to demand new 
skills with 82.6% of survey respondents stating their skills are outdated. To ascertain the skill 
training needs of health-care managers this study focused on fourteen competencies familiar 
to health-care managers. The findings show that management competency training has mainly 
focused on change and complexity and people skills with less attention given to planning and 
financial skills. The same pattern existed in their competency training and how respondents  
rated such skills. A consistency was evident by gender, age and undergraduate/postgraduate 
education. Most competency training was provided through in-service/workshops, with 29% 
of respondents having no training in any of the competencies used in this study. Health-care 
managers rated themselves higher in competencies in which they had received some training. 
A rating difference was found on whether the manager had no degree, or a clinical/ business 
education. While there was a pattern of rating change and complexity high and planning and 
finances lower, there were differences in competency need by gender, age, and education.    
In addition, when survey respondents were asked to priorize their competency learning 
needs in the next twenty-four months, they identified a different list. In this priorized listing 
evidence-based management was the first priority, change and complexity the second and 
financial analysis the third. The findings in chapter six support the first and third priority, as 
both competencies have escalated in importance  with the arrival of the corporate 
management structure and increased accountability due to health reform. The second priority, 
change and complexity was an anomaly, since the findings show that health-care managers 
are receiving such training and rate themselves high in this skill. Health industry stakeholders 
felt that this choice may reflect an underlying uneasiness with ongoing health reform and/or a 
need for more practical management skills. As competency learning needs continue to 
change, the findings in this study point to a list of competency learning needs at a point in 
time. To address ongoing change the health industry will need tools to quickly identify the 
learning needs of its managers so learning options can be designed to accommodate 
differences due to gender, age, working location, prior education and whether or not the 
individual has any prior knowledge of the health industry. A tailored learning option seems  
essential in meeting the ongoing skill needs and challenges of a diversified management 
group employed in an industry that keeps changing.   
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The findings show that health-care managers are aware of their new learning environment 
where learning has become a lifelong issue with increased personal responsibility, a shift from 
the past when the organization provided much of the learning. As such, health-care managers 
have become more concerned with increased academic credit for professional experience and 
other learning, especially females, over 51 years of age with undergraduate and postgraduate 
education. Increased workloads and limited time have also made health-care managers more 
critical of management education opportunities as they can ill-afford to waste time attending 
learning that provides few practical skills. The findings also show that the leading barriers to 
learning are a lack of time, the need for more organizational support, and more funding 
options. While study participants emphasized they had little time for learning 96.9% had 
attended some management training in recent years. The time issue may be more complex 
then simply workload, so an effort is needed to link learning and improved management 
activities, an idea already considered in the NHSU planning. Improved organizational support 
is imperative if organizational leaders are to pursue additional education. Such support may 
include such features as technological aids, tutors and/or mentors. For many health-care 
managers there is a need for increased equity in financial support which is not currently 
occurring. Consistency, equity and more innovation funding measures are proposed.  
The management education challenge for the health industry is far greater than the obvious  
17.7% of managers with no undergraduate education and the 48.5% who have no 
postgraduate education. Most of those needing additional training are at the program 
management level, whereas currently leadership training is concentrated at the senior 
management level. If the industry expects to recruit some of its future leaders from the 
program management level, then the education of these managers becomes critical. 
Recruitment and retention incentives should include education as a key component.  The 
industry needs to clarify what basic education is required for its leaders and then spell out 
precisely what the organization is committed to pay. A multi-tiered educational strategy, from 
frontline mini-units of learning to graduate education, should be considered making sure that 
health-care managers have every opportunity to acquire practical, relevant management skills 
synchronized to the shifting needs of the health industry. In all this discussion there have been 
brief hints of the use of learning technologies to facilitate this learning strategy. This issue, of 
immense importance to this study, will be the focus of the next chapter.  
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Chapter 8 
 Analysis: E-learning 
 
We are in the early years of the ‘digital decade’ – an era in which computers move beyond being 
merely useful and become significant and an indispensable part of everyday life.  
– Bill Gates   
 
8.1 Introduction 
This chapter, the second of two analysis chapters, will discuss the second theme of this study, 
focusing on e-learning as a potential approach in meeting the learning needs of health-care 
managers. Chapter seven showed that health-care managers require considerable skill training 
possibly in a tailored format. There is also evidence that managers face challenges in meeting 
their learning objectives. These challenges are compounded, as shown in chapter four, by the 
limitations of health management educational opportunities. An underlying concern is whether 
educational providers are able or willing to quickly adapt traditional educational opportunities and 
services to address the speed of change in the health industry. Perhaps the problem is that neither 
the health industry nor educational providers are fully aware of the depth of the learning shift  
which has occurred. Since the status of education in the health industry was reduced during the 
reform process, and regular competency assessments are not carried out for health-care managers, 
it may be argued that even the health industry itself is not up-to-date on the learning needs of its 
managers. Nevertheless, since health reform is expected to continue, it is critical that solutions be 
found to meet current and future skill training needs of health-care managers. .    
Chapter four showed that e-learning for corporate leaders has been effective in other 
organizations since the mid-1990s and continues to be promoted by government and industry. 
This chapter will examine how receptive health-care managers are to e-learning, and how learning 
technologies may be utilized in the health industry for health-care managers. The uniqueness of 
learning with technology will also be examined as to its technological and pedagogical features, 
building of an e-learning inventory, and its quality and cost.  
In this study e-learning is examined as to how it affects the whole process of acquiring and 
processing knowledge instead of viewing e-learning as just learning technology. Viewing            
e-learning as only technology is commonly found in the literature. The American Society of 
Training and Development (ASTD) describes e-learning as “instructional content or learning 
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experiences delivered or enabled by electronic technology” (2001:7). Stuart refers to electronic 
technology (i.e. digital video disks [DVDs], e-mail, and live chat) and adds that e-learning may 
happen synchronously (i.e. in real time) or asynchronously  (Stuart 2004:1).Markanen views e-
learning more from an Internet perspective and sees the Web, or WWW, as an Internet service 
that organizes information using hypermedia (Markanen 1999:10).The virtual aspect of e-learning 
is described by Dillenbourg as ranging from text-based interfaces to the more complex three-
dimensional graphical output (Dillenbourg 2000:6). Fender feels that ‘virtuality’ is more a 
description of an approach to the delivery of education (Fender 1999:8). Middlehurst describes 
‘borderless education’ (i.e. another term for e-learning) as the delivery of education that crosses 
conventional boundaries of time, space and geography (Middlehurst 2003:4). However, McKay 
sees e-learning not only as technology but as an aid to service and envisions a new “Information 
Age model of e-learning focused on just-in-time and personalized learning, and an environment 
where the learner or customer can conceptualize and construct his/her own knowledge”. He sees a 
learning process aimed at understanding the business of the learner, and at becoming an integrated 
component of a work process. It is McKay’s view  which is supported in this study. According to 
McKay this new model would: 
…..aim to enhance and provide information and training in a 
continuous mode, just-in-time out to the fleet and store, to the 
franchisee or to the customer, via wired and wireless networks. 
This like many other learning opportunities can be embedded in 
the workflow rather than delivered in the traditional ‘sheep-dip’ 
methods (McKay 2003:5).   
This model is expected to eventually “supersede e-learning as the dual factors of increased 
mobility and the desire for truly personalized service increases at all stages of the supply 
chain”(McKay 2003:5). This shift is referred to as ‘mobile learning’, and according to Harris, is 
the “point at which mobile computing and e-learning intersect to produce an anytime, anywhere 
learning experience”(Harris 2001:1).  
The main purpose of this chapter is to show that e-learning for health-care managers needs to 
be designed as an integrated  learning network delivered through various learning technologies, 
with tailored learning to meet day-to-day management needs of frontline managers. The intent of 
this approach is to shorten the time between the learning event and its application. The analysis of 
e-learning in this chapter will incorporate e-learning quantitative data presented in chapter six 
along with qualitative data obtained in the survey, interviews and stakeholder discussions. Four 
sections were considered in developing this material: health industry’s familiarity with e-learning, 
the benefits of e-learning for health-care managers,  learner and organizational challenges with   
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e-learning and, incorporating material from both chapters seven and eight, a proposal for a new 
health management educational strategy.  
8.2 Health Industry’s familiarity with e-learning 
This section will show that e-learning has already been adopted in another health industry and that 
a percentage of heath care managers in British Columbia are already familiar with its advantages 
in meeting their learning needs. Evidence will also be presented that many health-care managers 
still prefer classroom (i.e. face-to-face) learning because of its social benefit at a time of 
organizational change. To accommodate differing learning needs a blended learning model will be 
considered for the health industry, a method also envisioned for the health industry in Britain. In 
examining how health-care managers view e-learning the following three sub-sections were 
considered: e-learning in the health industry, health-care managers already familiar with               
e-learning and the advantages and limitations of e-learning.  
8.2.1 E-learning in the health industry    
Contrary to the views held by some large organizations, the literature shows that e-learning 
should not be the sole means of providing management training, a view also maintained by 
Minton as follows: 
E-learning addresses only some of the development needs of the 
organization. Without a comprehensive approach to employee 
development, the organization remains lacking in important 
competency development (Minton 2000:2).  
Thus, any e-learning strategy proposed for British Columbia will be one of a range of learning 
options, a viewpoint fundamental to the ideas which will be presented in this chapter. First, 
however, it may be helpful to know if an e-learning strategy has ever been considered for a health 
industry.  
While an industry-wide e-learning strategy may be a new idea for the health industry of British 
Columbia, this thinking has been at the forefront of NHS learning strategies for some years.  In 
chapter seven the NHSU overall management education principles were presented. In this chapter 
the NHSU e-learning strategy will be examined. Fryer’s viewpoint in establishing an e-learning 
strategy for the NHS was that e-learning could be provided in a number of ways from pure           
e-learning to a blended format; blended within e-learning, between e-learning and with other 
forms of learning. E-learning was promoted for the health industry in Britain because it provided 
greater flexibility, and access to a wide range of up-to-date material and courseware including 
interactive learning. Fryer envisioned more tailored learning for NHS learners designed in bite-
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sized chunks according to the learner’s need. Learner support  was to be in the form of remote 
tutors and experts. Links were to be established with a community of colleague learners, faculty 
and experts (Fryer 2003). Adopting such an e-learning strategy was viewed by NHS stakeholders 
as both challenging and requiring a sustained commitment. However, even with the risks these 
health industry stakeholders felt that: 
….the achievement of the strategy does offer the potential to 
transform delivery of training and education in a way that could 
bring real benefits to staff, organizations and ultimately 
patients….it will reinforce both the purpose and value of new 
technologies as a key component in the achievement of 
modernized health care services. It is likely to stimulate interest 
in new applications of learning technologies which will 
increasingly be directed towards the meeting the needs of 
patients and their families…..This strategy offers a 
comprehensive approach to the development and utilisation of    
e-learning that will become both an essential and valuable 
approach in supporting delivery of education and 
training(2005:6).   
The NHS decision in using e-learning was strengthened by the prior use of this method for 
medical and health professional education. Recognizing the similarities of learning needs for all 
health organizations, the e-learning strategy was endorsed as permitting: 
…..a more flexible access to learning with a range of different 
resources, the enhancement of learning administration processes 
by the use of technology, the enablement of collaboration and 
communication by the creation of an environment for online 
communities, the integration of current disparate training systems 
into a single learning environment, and the provision of 
opportunities for organizations to work more collaboratively with 
each other to develop staff and manage their knowledge 
(2005:1). 
Grantham saw the value of an e-learning environment as providing a context where planning the 
order of content, learning activities and assessment strategies have to be carefully thought out 
(Grantham 2004:4-6). Thus, there is precedent in considering an e-learning strategy for a health 
industry. Its implementation, however, will present new challenges to the industry.  
In the implementation of an e-learning strategy, Minton identifies the first priority as the need 
for  leadership support in every segment of the organization because as he sees it:  
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In the end, leaders will be responsible for helping employees 
embrace the changes in the organization: first through the 
development and use of performance incentives (change 
behavior), and later through the cultivation of buy-in and 
acceptance (sustain behavior)(Minton 2000:3).  
This may be the first challenge of the e-learning proposal for British Columbia as such leadership 
may be missing according to a senior health-care manager, as follows:    
There are no champions for e-learning at the senior management 
levels in the health authorities, and  the Ministry of Health is 
ambivalent to the concept. Constant reorganization in the health 
authorities and in the Ministry makes finding champions difficult 
as health-care managers are facing too many other priorities. 
This view may be changing in light of the current leadership crisis facing the industry. With 
ongoing change and anticipated leadership recruitment and retention problems, more learning 
options may have to be considered if the industry is to have the right leaders for the future.  
The secondary priority identified by Minton is the creation of a change management plan to 
assess how the new learning design will be accepted (Minton 2000:4). The NHS incorporated a 
needs analysis at the initiation of their plan to “take into account the potential use of e-learning as 
a delivery methodology” (cited in 2003:9). My  study on health-care managers in British 
Columbia has provided the health authorities with its first management education needs analysis 
and use of learning technologies. Minton also suggested that this change management     e-
learning plan should identify a minimum technological platform of necessary hardware, 
telecommunications capability, current browser versions, and software to support learning. 
(Minton 2000:5). Chapters two, three and four of this study identified some of the technology 
problems in the health industry of British Columbia. A senior information technology manager 
adds another perspective on the situation:    
The information technology infrastructure in the health industry 
is often old with fourteen inch monitors, no sound cards and the 
information technology departments stretched in keeping up with 
demands. If learning technologies are to be used then the 
information technology personnel may need further training.  
Technological challenges will be addressed in 8.4.1. What is being considered here is the basic 
features of an initial plan in establishing such an e-learning strategy.  
Another feature  which may need to be considered is the establishment of an e-learning 
network, something which is not currently found in the health industry.  A learning network has 
been described by Peneul as follows:    
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[This network]… allows companies to create, catalog, schedule, 
and manage courses, register students for courses and automate 
the process, create learner profiles, and track usage of the system. 
The technology supports asynchronous discussions and e-mail 
among students  and between learners and experts, as well as 
collaborative document construction (Penuel 1999:7-8).  
According to Cook a learning network can provide support for teaching materials, self-assessment 
facilities, administrative information (i.e registration and tracking students), communication tools, 
resource gateways, course information, a personalized environment (i.e. information and 
resources relevant to the learner), pedagogical devices (i.e. quizzes) and some may also have 
automated timetabling, summative assessments and indexing of content (Cook 2001:6). 
Organizations have been familiar with such learning networks since the early 1990s under a 
variety of names. Over the years, learning networks have evolved from ‘training management 
systems’ (TMSs), to ‘Learning Management Systems’ (LMSs), to  ‘Virtual Learning 
Environments’ (VLEs) (cited in 2004:15). A learning network for health-care managers would 
give them access to learning opportunities right from their workstation, a service which currently 
does not exist. But prior to adopting an expensive infrastructure and new learning technology 
most learners would like to be assured of the outcome quality of such learning.   
Most studies to date show no significant difference in learning outcome between traditional and 
e-learning. This finding was supported by the research of  Smith (Smith 1999), Lesh(Lesh 2001), 
Balka (Balka 2004:11) and Beller and Or (Beller and Or n.d.:6). Weiger appears to agree with this 
outcome and added that e-learning interactions ranked equal or better than classroom interactions 
when it came to the ability to resolve disagreements and create common understanding (Weiger 
1998:5). However, Strother concurred with the learning outcome success rate of e-learning citing 
two studies; a California study which found that e-learners performed twenty percent better than 
traditional learners, and a New Zealand study which found that distance learners made greater use 
of metacognitive strategies compared to classroom learners  (cited by Strother, 2002:3-4). 
Vasarhely and Graham found that e-learning produced higher level scores in eighty-one percent  
of cases examined (Vasarhely and Graham 1997:3), and Johnson, Argon et al (Johnson, Aragon et 
al. 2000:32), Narvarro and Shoemaker (Navarro and Shoemaker 2002), and Mason (Mason 
2003:8) found that e-learning instruction resulted in improved performance.  Jensen found that    
e-learning courses increased communications between instructors and students with course grade 
performance as good as grades in traditional courses (Jensen 2000:9). Valcke argues that  studies 
which show no significant difference and/or no measurable effect between e-learning and 
traditional education may be faulted because of the assessment methodologies used and the nature 
of the effects measured  (Valcke, n.d.:22). Nevertheless, it would appear that the general 
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consensus is that e-learning outcomes are at least as effective as classroom outcomes. Given the 
advantages of e-learning and the equivalency of learning outcomes, the challenge for educational 
designers may be to create an e-learning strategy that eases learners into a new delivery method.   
Thus, the adoption of an e-learning strategy would not be new, as the NHS has already 
considered this approach for their health industry and it is already in use in the education of many 
health professionals. In providing learners with a single access route to learning information the 
industry will need a carefully structured plan to identify user interest and technological 
infrastructure. An electronic learning network is suggested as an essential component of this new 
infrastructure, one that can provide learners with quality information on e-learning options. 
Increased funding  is essential for e-learning resources, infrastructure and new partnerships. 
Therefore, if e-learning is already established in other health areas, the next step is to determine if 
the health-care managers in British Columbia are familiar with or willing to consider e-learning.    
8.2.2  Health-care managers already familiar with e-learning 
Conclusion #13: Some health-care managers are already 
familiar with distance and e-learning 
The findings in chapter six show that seventy-three percent of survey respondents have already 
taken a distance learning course; and seventy-seven percent of that group would be interested in 
further distance learning. Those with the most interest in distance learning are females (75.1%), 
over fifty-one years of age (43.9%), working in urban locations (93.5%) and having both 
undergraduate and postgraduate education (50.5%).  Distance learning is important to health-care 
managers, especially females, whether they reside in urban or non-urban locations for similar 
reasons identified by one survey respondent as follows: 
I have been actively pursuing my degree for over five years 
through distance education. The last course was web-based and 
there are pros and cons to both options. Distance education is the 
only option for me as I work full-time in Human Resources and 
have two children. I can adjust my educational needs around my 
busy schedule.  
The findings also show that forty-eight percent of respondents had experience with e-learning; 
more females (76.6 %), over forty-one years of age (79.1%), working in urban locations (93.6%). 
85% of respondents indicated they have the computer/Internet skills for e-learning. Such skills 
were more prevalent in those with undergraduate and postgraduate education (52.4%),  with 
nursing undergraduate education (35.6%) and business/management postgraduate education 
(47.3%). The strong female factor may show a greater need for women to find a learning method 
which allows them to balance education with family and community responsibilities.  
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The existence of gender differences in computer and Internet use has been well documented. 
Studies from the 1970s to the 1990s showed that more males than females were using computers 
as confirmed in the following comment:  
Research data repeatedly indicate that males show more 
favourable attitudes towards computers, perceive that computers 
will be a career asset, and demonstrate greater interest, 
participation and competence in computing tasks than females 
(cited in Anderson, n.d:1)   
However, by the late 1990s this trend was shifting. A 1999 study by Sherman, End et al. found 
that the internet gender gap was narrowing but still significant (Sherman, End et al. 1999:1). By 
2000, Gorki observed that women had surpassed men to become the majority of the e-learning 
population in the United States (Gorki 2003:1). In 2001, an American Association of University 
Women survey found that e-learning was increasing with women (2001:1). However, a University 
of California study discovered a continuing gender gap in the area of complex computer 
programming. The study also found that women spent less time on the Internet, in chat rooms and 
playing computer and video games (Mayfield 2001:1). These findings suggest that female health-
care managers, while familiar with everyday computer activities in their working environment, 
may need further support and training in using learning technologies, particularly for Internet 
research, effective group discussions and preparing large documents and data spreadsheets.   
With regard to age, this study has shown that those forty-one  years and older (39.1% for the 
forty-one to fifty age group and 40.1% for the fifty-one plus age group) have the greatest             
e-learning experience.  With regard to age the only comparative data in Canada focused on the use 
of technology by adult learners and showed a fifteen percent increase in use from the 1980s to the 
1990s (2003:1). This study was not organized by age group. Another study in the United States 
did present technology utilization by age group. In this American study those under fifty showed a 
fifty-five percent use of computers, those fifty-one to fifty-six a forty-one percent , and those over 
fifty-six a  twenty-two percent use (Kim, Hagerdom et al. 2001:vii). Another United States survey 
of working adults found that “thirty-two percent of those surveyed said they would rather take 
courses through the Internet than go to a classroom” (cited in Pastore, 2000:1). In general, the data 
shows that older health-care managers, those over forty-one years of age, would be more 
receptive to e-learning.   
While e-learning health management options may be limited, some health-care managers in 
British Columbia have had e-learning opportunities in clinical/safety topics and/or through 
postgraduate or professional courses. Data was found on this in a 2003 study conducted by de 
Castro and Hansen at the Fraser Health Authority involving the six health authorities in the 
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province. The findings showed that fifty percent of eighteen individual health organizations 
contacted, were using e-learning for safety, clinical and under-graduate education. The study 
made no reference to  management education (DeCastro and Hansen 2003:2). In addition, in 
interviews, senior health-care managers stated they and/or members of their management team 
were familiar with e-learning through  university, college or professional organizational courses. 
In their opinion, their health authority managers would be receptive to further e-learning 
opportunities. However, another British Columbia study by Balka conducted from 2002-2004 for 
the Simon Fraser University found: 
Attempts to introduce computer-based training in health care 
since the mid-1990s have met with limited success due to: high 
cost of implementation, human resource issues, operational 
barriers, and difficulties with technology (Balka 2004:7).     
Nevertheless, health-care managers have had some prior experience with both distance and     
e-learning. The profile of those familiar with both distance and e-learning are female, over the age 
of forty-one , working in an urban location with undergraduate and postgraduate education. The 
profile of those familiar with e-learning fits the findings in current literature for gender but not for 
age as, in this study, it is the older health-care managers with the greatest e-learning experience. 
The findings also show that the majority of health-care managers feel they have the 
computer/Internet skills for e-learning. The dominance of females in distance and e-learning is not 
surprising due to their need to balance family, community and career responsibilities. For the 
health industry, these findings show that health-care managers would be receptive to an e-learning 
strategy, particularly those who fit the above profile. Arguably, if these older health-care 
managers are receptive to e-learning, the overall receptivity is strong as younger managers have 
grown up with the idea. The next step is to find out if survey respondents familiar with e-learning 
identify similar advantages in using learning technology as found in the literature.  
8.2.3  Advantages and limitations of e-learning 
Conclusion #14: Health-care managers familiar with e-learning 
cite similar advantages and limitations to such learning.  
In the qualitative data, four hundred and seventeen comments were provided with regard to 
respondent views on the advantages of e-learning. In collating these comments, the three top 
advantages identified by respondents were; convenience, flexibility and interactivity. 
Convenience received 42% of the comments. In comparing these comments with what is provided 
in literature, the material has been grouped into five categories; convenience, interactivity, the 
learning process, evaluation and implementation. Flexibility will be discussed in the convenience 
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category. The following information compares respondent views and literature information with 
regard to each of the five categories.  
Convenience:  In identifying convenience as the number one advantage of e-learning, respondents 
offered the following comments. E-learning allowed the learner the opportunity of studying at 
his/her own pace, working from any computer with Internet access, and studying at home. It gave 
the learner flexibility of time and location and open access to the facilitator and learning partners.          
E-learning also allowed the learner to balance study time and family responsibilities, and the 
benefit of being able to work and study at the same time. Respondents living in rural areas and 
small towns found e-learning to be their main access to higher education.  
Earlier analysis of e-learning have made similar findings. Harasim, Hiltz et al. noted that 
restrictions of time were resolved with e-learning, and learners in remote areas were no longer 
denied access to the kind of education that they want or need because of location (Harasim, Hiltz 
et al. 1995:273-274). James mentioned that through e-learning access to learning was controlled 
by the learner, permitting them to proceed through a training program at their own pace and at 
their own place (James n.d.:1). Heterick, Mingle et al. also referred to greater flexibility in time, 
place and curriculum with e-learning (Heterick, Mingle et al. 1997:2-4). Survey respondents also 
listed flexibility as the number two advantage of e-learning. Ruderstam and Scoenholtz-Read 
stated that from an academic standpoint space ceases to be an obstacle to learning as e-learning is 
location independent (Rudestam and Schoenholtz-Read 2002). However, Gundy notes that the 
reality of e-learning being available “any place, any time” may not be as simple as it appears. 
Table 8.1 summarizes Gundy’s comments (Gundy 2003:1-2) and shows that time flexibility may 
be more complicated as it depends on how e-learning tools are incorporated into the learning 
process. Nevertheless, for those survey respondents with e-learning experience, convenience 
remains the strongest incentive for selecting e-learning.   
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Table 8.1: E-Learning Flexibility 
 
Interactivity: Ranked as the third key advantage by respondents, they noted the ability to reflect 
on discussions and to see other responses to specific questions as being beneficial to learning. 
Group chat rooms and discussions also provided increased opportunity for networking and 
communication with the instructor and fellow-students. The expansion of a community of 
learners, whether as managerial leaders in health or other industries, from across Canada and/or in 
other countries, provided different perspectives and thought-provoking dialogue. One respondent 
appreciated the fact that as an introvert he/she did not feel pressured to speak until ready.  
The value of interactivity with e-learning was also noted by other writers. Prestoungrange, 
Sandelands et al. noted the increased opportunity for sharing which is provided by e-learning 
(Prestoungrange, Sandelands et al. 2000:34). Hudspith and Ingram stated that e-learning 
interactivity provided continued contact for group members and encouraged wider use of team 
activities (Hudspith and Ingram 2002:2). Harasim, Hiltz et al. considered better access to group 
knowledge and support, high quality interactions and sharing, scope and depth of discussions to 
exceed face-to-face discussions, permitting learners to work in small groups and  collaborate on 
assignments and lessons. These writers found that learners had more control of discussions, and 
could cover more ground, with greater depth of analysis because the e-learning classroom was 
typically always open. Confirming survey respondent comments, these authors noted that learners 
who characterized themselves as passive or unable to think quickly on their feet in face-to-face 
situations found that the asynchronicity of e-learning enabled them to participate more actively 
and effectively (Harasim, Hiltz et al. 1995:28, 173, 224, 232, 273 & 276). Rudestam and 
E-learning Tool
Location 
Flexibility
Time 
Flexibility
Web Pages: Access through a web browser to a 
selection of text, graphics, animations and stored 
sound and video
any place any time
Discussion Forum: Group version 
of email: learners exchange messages with each 
other and the tutor. 
any place flexible time
Chat: Learners dialogue in short 
messages with each other and the tutor in real 
time. 
any place set time
Audio Conference: A group 
telephone call: learners get debriefings from the 
tutor, or discuss learning material or 
individual/class progress
any place set time
Web Cast: Live delivery of slides, 
images or streaming video often with an audio 
conference or chat session alongside.
any place set time
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Schoenholtz-Read observed that with e-learning communication was not controlled by dominant 
and assertive personalities, and that the  medium created a feedback-rich network of shared 
knowledge and information (Rudestam and Schoenholtz-Read 2002). For adult learners sharing 
information and experiences with an expanded community of professionals was a valued resource.    
The learning process:  Survey respondents identified accessibility as the fourth advantage of      
e-learning, providing the following additional comments. Respondents found that e-learning gave 
them an immediate opportunity to apply learning to the workplace. There were fewer learning 
interruptions with e-learning and just-in-time and just-enough learning was more conducive to the 
learner’s time schedule. Being able to work ahead and complete the course quickly was another 
advantage. As adult learners the respondents appreciated fewer lectures, clear objectives, and 
better adherence to adult learning principles. The ability to ‘re-play’ or skip segments of the 
course was a better use of learner time. Some respondents found the e-learning  format to be less 
threatening, and they liked the multi-media (i.e. audio, video) capabilities of some e-learning 
materials. The modular approach also allowed the learner to spend more time on a focused area of 
study. A few respondents noted that e-learning enhanced their computer and Internet skills. 
Others liked the ability to learn through mistakes; space to think before writing; and clarity in the  
written submissions. Respondents indicated that with e-learning they had access to a vast amount 
of up-to-date information with less need for having to search for such information. Others liked 
the fact they could access these web-based resources as much or as little as desired.  
In the literature other writers have similar views on the learning process.  Urdan and Weggen 
referred to the twenty-four hour, seven day access which allowed individuals to learn at their own 
pace, work with smaller chunks of material and have greater control over their learning process. 
(Urdan and Weggen 2000:6). Meister supported open learning access from anywhere in the world 
(Meister 1998:151). Hudspith and Ingram noted that e-learning improved the technical skills of 
learners (Hudspith and Ingram 2002:2). Harasim, Kiltz et al. referred to the learner having more 
time to review, reread and reflect on ideas and referred to the educator as a facilitator (Harasim, 
Hiltz et al. 1995:15,194,238). Rudestam and Schoenholtz-Read noted that e-learning allowed the 
learner to read and reply at their own pace and use a  “metered dosage” of instruction (Rudestam 
and Schoenholtz-Read 2002). In all, the e-learning process allowed adult learners greater control 
of the learning experience.      
Evaluation: A few respondents commented on the evaluation processes found  with e-learning. 
Respondents appreciated the opportunity for self-evaluation of their learning and competency, 
quicker feedback on assignments and the ability to e-mail questions and concerns at any time. 
One respondent liked the variety of business background experiences of his/her tutors which 
provided different perspectives on the learning issues.   
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Commenting on e-learning evaluation, Meyen, Aust et al. indicated that the e-learning 
environment demands more intensive assessment because “while technology adds a level of 
efficiency to assessment in e-learning environments, it must also compensate for the lack of easy 
access to personal observation”. These authors believe there is very little difference between  
assessment options for e-learning and those used in traditional learning. Confirming this they 
identified the following e-learning assessment activities: 
 Ungraded activities and feedback built into study materials 
 Self-assessment quizzes and tests that allow learners to check their own learning 
 Formal feedback on assignments from instructors, peers, or work place colleagues or 
mentors 
 Informal dialogue with instructors, peers or others, and 
 Ungraded tests that prepare learners for formal graded assessments. 
In the view of these authors, the  technology used in e-learning makes these assessment activities 
easier to plan and execute (Meyen, Aust et al. n.d.:4-7).  
 Implementation:  With regard to administrative advantages, survey respondents noted that         
e-learning was less costly than traditional learning due to the elimination of travel and 
accommodation costs. Respondents also valued the reasonable time frame to complete a course 
with e-learning and being able to keep focused on a deadline. As adult learners they appreciated 
not having to use limited time for extra social activities, nor attend a scheduled class. They also 
valued the  instant ‘online’ help and communications available in e-learning. Respondents also 
liked the well prepared format of the course, less use of paper and course manuals and the fact 
that it was easier to type than to write. They also found it convenient to submit assignments with 
no postal system time delays. Respondents  found that e-learning courses were more diversified 
and structured to educate a small number of learners scattered over a large geographical area at 
the same time.  
Administrative advantages were also noted by other writers. Reduced cost of  e-learning was 
identified by Kruse, Meister, Obringer and Hudspith and Ingram (Kruse 2004:2); (Meister 
1998:151); (Obringer n.d.:1); (Hudspith and Ingram 2002:2). Kruse noted  reduced learning time, 
consistent delivery of content, and automated proof of course completion as a learning advantage 
(Kruse 2004:2). Meister’s list of positive administrative features of e-learning included: the 
Internet’s capability in customizing the learning experience, providing an automatic tracking of 
each learning interaction, and allowing the individual’s desktop computer to become a ‘learning 
storefront’ (Meister 1998:151). Obringer noted e-learning allowed the learner to move  through a 
course more quickly updating the material and it easily adapted to large groups of learners 
(Obringer n.d.:1). Hudspith and Ingram see e-learning as being cost effective in large 
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organizations and enhancing teamwork and the sharing of group discussions (Hudspith and 
Ingram 2002:2). Prestoungrange, Sanderlands et al. state that the Internet is more comprehensive, 
more easily searchable, is globally available, and enables the mobile manager to stay in touch 
with colleagues (Prestoungrange, Sandelands et al. 2000:34-35). In a report from Trinity College, 
Dublin, the added value of e-learning was noted as providing:  
 Real-world contexts for learning 
 Connections to outside experts 
 Visualization and analysis tools 
 Environments that are learner-centered and encourage active learning 
 Scaffolds for problem solving, and  
 Opportunities for feedback, reflection and revision (2002:1). 
In summary, survey respondents in this study identified many of the same advantages of          
e-learning as found in the literature. However, not all respondents favoured e-learning as shown in 
the following comments.   
I prefer to work face-to-face but the e-learning group was OK, it 
helped that we knew each other first. 
I personally found no advantages to e-learning and dropped the 
course.  
I have done two-credit courses on line and hated them. Having 
done numerous other courses as distance education and 
classroom, I found the e-learning course inflexible with 
assignments, long delays in grading assignments and interaction 
between students and instructor stilted.  
It may be my age but I have spoken to many health professionals 
who express similar frustrations with e-learning courses and laud 
the small group experiences for interactive learning. 
Don’t like the e-learning mode, it is too cumbersome, I’m too old 
to learn this way..  
Clearly e-learning is not preferred by all learners. In addition, senior health-care managers also 
expressed some reservations about this delivery method as noted in the following comments: 
While some of the younger managers have computer skills they 
have difficulty in completing simple reports. The older managers 
have a resistance to computers, even doing Excel spreadsheet and 
Word documents, but they know their field.  
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E-learning seems to suit those who are self-directed and self-
motivated. Personally, I found that e-learning presented too much 
separation between the instructor and the student, no social 
support and there was no tutor interaction.  
Recognizing that e-learning may not be suited to all learners, another survey question asked 
respondents why they did not choose e-learning. The findings identify three main reasons why 
respondents did not choose e-learning. These were: a preference for face-to-face learning, 
technological problems ( i.e no computer, not adept at using a computer or Internet for study, not 
able to access home computer for study), and not being aware of e-learning resources. Forty-three 
percent of respondents preferred face-to-face learning; mainly females (55.9%), over fifty-one 
years of age (58.6%), working in urban locations (98.2%), with undergraduate and postgraduate 
education, with business/management undergraduate and postgraduate education. Forty percent of 
respondents identified technological problems; mainly females (76.7%), forty-one to fifty years of 
age (50.0%), working in urban locations (98.8%), with undergraduate/postgraduate education 
(40.7%), other undergraduate education (30.8%), and nursing and health related postgraduate 
education (28.6% respectively). Thirty-seven percent of respondents were unaware of e-learning 
resources ; mainly females (68.8%), over fifty-one years of age (48.2%), working in an urban 
location (94.5%), with undergraduate and postgraduate education (42.0%), with nursing and other 
undergraduate education (30.1% respectively, and other postgraduate education (27.7%). The 
apparent anomaly of older females having more experience with e-learning and having difficulties 
with technology may be explained by their need for a convenient means of professional 
development but still being uneasy at using technology for learning.  
Whether improved equipment, lease-to-own arrangements for equipment or more computer 
training might resolve the technological problems will require further study. Improving access to 
technology will be important if the health industry is to proceed with an e-learning strategy. Better 
communications and marketing of e-learning resources might address the awareness issue, better 
still would be to have e-learning information on the managers  workstation computer. Imel 
highlights the following factors to improve adult learner reception to learning technologies:     
 Creating a place where learners can collect important ideas, express themselves, and feel 
some security that they are going in the right direction, 
 Providing fast and productive access to help when it is needed, 
 Providing a learning environment that promotes both independent and interdependent 
activities with cognitive as well as psychosocial support, and  
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 Ensuring that the learning tools are intuitive and essential for the immediate task” (Imel 
1999:3) 
In addition to the issues found in this study, other writers have identify additional challenges in 
e-learning. Harasim, Hiltz et al. indicate that students report information overload, communication 
anxiety, increased work and responsibility, difficulties in navigating online and following 
discussion threads, loss of visual cues, time management problems, and concerns about health 
related issues in computer use, as some of their reservations about e-learning (Harasim, Hiltz et al. 
1995:15). Gallagher notes that there is a growing body of evidence that students lack the capacity 
and inclination for independent learning that is required of an e-learning environment (Gallagher 
2001:12). Ludwig-Hardman and Dunlop in studying the high drop-out rate of e-learning state that 
the challenge for e-learning providers is not so much in the recruitment of students but in how to 
retain them once they had them. Learner support services were seen as a critical component of an 
effective retention program. He also found that some students were not self-directed learners and 
were ill equipped to deal with the demands of studying at a distance (Ludwig-Hardman and 
Dunlop 2003:4). Mitra observed that some e-learning materials were reactive, did not address 
different learning styles, did not recognize different psychological responses from users, did not 
accumulate user experience, did not address the reduced attention span of users, the just-in-time 
or on-demand requirements of the user or the heterogeneity of Internet users (Mitra 2003:20-21). 
Rudestam and Schoenholtz argued that the concern over the lack of interpersonal contact 
depended on the quality of the interactive structure of the e-learning course. These authors also 
noted that in addressing this issue greater efforts had been made to improve interactivity in e-
learning in recent years (Rudestam and Schoenholtz-Read 2002).  
In summary, this section has shown that e-learning is already available in other health 
industries. In addition, the findings of this study show that the majority of health-care managers 
are  already familiar with distance learning, would be interested in other distance learning 
opportunities and a large percentage are already familiar with e-learning. Those familiar with       
e-learning have identified similar advantages to e-learning as found in the literature. However, the 
findings have also highlighted an ongoing preference for face-to-face learning, which may be 
attributed to the need for social networking at a time of organizational change and/or the 
familiarity with a delivery method available in the health authorities. Technological issues have 
been identified by study participants and the health industry will need to address these if                  
e-learning is to prosper. Further discussion on technical issues will be made in 8.4.1. Increased 
awareness of e-learning resources can be addressed through better communications. Given that 
health-care managers have a familiarity with e-learning the next step is to see how learning 
technologies might be incorporated into the workplace to address their learning needs.  
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8.3  The benefits of e-learning for health-care managers  
In the above section, it has been shown that e-learning is already established as a learning method 
in the health industry and many health-care managers have used this method of learning in their 
professional development. What is being proposed in this study is the application of e-learning for 
management education in the health industry. Specific to health management education, this 
section will focus on two areas, knowledge sharing and skill training, where e-learning may 
provide the greatest value for health-care managers. A blended learning method will also be 
considered in light of the findings in the above section.   
8.3.1 Knowledge sharing through e-learning 
Conclusion #15: Health-care managers believe that health 
reform has escalated the need for increased opportunities to 
share their knowledge with other managers.  
As noted in chapters two and three, health reform has accelerated the need for information in 
management decision-making, and heightened the need for knowledge management, particularly 
for managers. Burk describes knowledge management as “the process of capturing and sharing a 
community’s expertise to fulfill its mission”(Burk 1999:2) whereas Malhotra states that: 
Knowledge management caters to the critical issues of 
organizational adaptation, survival and competence in face of 
increasingly discontinuous environmental change….Essentially, 
it embodies organizational  processes that seek synergistic 
combination of data and information processing capacity of 
information technologies, and the creative and innovative 
capacity of human beings (Malhotra 1998:1) 
The importance of knowledge sharing was also highlighted in the 2000 CCHSE study of Chief 
Executive Officers with the following recommendation:   
More opportunities for exchange and dialogue among healthcare 
CEOs [Chief Executive Officers] should be fostered. Survey 
respondents provided detailed written responses indicating a 
desire to explain and share their experience. Although few 
healthcare CEOs use the Internet as a source of assistance in their 
role, Web-based opportunities for exchange offer the greatest 
potential (Armstrong, Brunelle et al. 2000:16) 
It is not just Chief Executive Officers who require increased knowledge sharing. All health-care 
managers, particularly in today’s restructured working environment, require better means of 
communications with each other. Nine percent of senior health-care managers comments focused 
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on this topic and three percent of survey respondent comments. Senior health-care managers 
supported the need for increased collaboration between managers in the following comments:  
We need to create situations so managers can connect with each 
other in building relationships.  
Navigating the health authority is a key problem…with multiple 
changes and a shift in communications many are unsure who to 
talk to.  
Managers from outside the health authority need to get an 
understanding of when to seek help, who to go to and what to do 
regarding such items as union collective agreements. At this time 
this is not being addressed.   
Health-care managers need to know how to find the answers by 
using technology. 
Survey respondents provided the following comments:  
Find the managers in the system who are doing a phenomenal 
job, relieve them of their tasks for periods of time in order to 
have them mentor other leaders.  
As middle managers, there is a need to learn from each other and 
to share knowledge. This has to be more formalized and utilize 
the capacity of managers to support each other. 
We require more formalized mentorship between seasoned 
managers and more junior managers. 
To enhance  knowledge sharing in organizations, Penuel identifies two groups of learners: 
‘newcomers’ (new to the organization or new to a position), and ‘experts’. Newcomers need to 
know whom to turn to with questions on organizational matters. Organizations need to provide 
newcomers with not only access to information but also access to experts, training opportunities 
and social occasions to build relationships and meet more experienced experts. Newcomers need 
to know how to do their jobs by solving typical problems and also capture on-the-job learning 
opportunities, to give them a deeper understanding of their role within the organization. Chapters 
three, four and seven show that many management newcomers are functioning without an 
orientation or at best have a  web site of information with little follow-up. Currently, knowledge 
sharing is still primarily through the traditional methods of on-site verbal communication and 
printed documentation in the form of manuals or directives.  
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Experts, the second group of organizational learners, according to Penuel, need increased 
opportunities to interact with other experts, to share stories and to increase the network of 
community experts. By designing a learning strategy which incorporates technology to address 
the learning needs of both groups, Penuel sees workplace learning moving towards a more 
practice-oriented, competency-based structure as noted in the following comment:  
The power of a particular [learning]tool lies not in the technology 
itself but in what people can accomplish when they use 
technology to learn while accomplishing significant tasks or 
solving important problems at work (Penuel 1999:2-3).  
In the following paragraphs examples are provided as to how learning technologies can be utilized 
for knowledge sharing.    
Peneul points out that newcomers need an array of information resources to help them 
understand their job and/or, if new to the organization, their new working environment. One 
information sharing technique, described by Penuel, is a knowledge map. This electronic map  
provides “a graphical representation of the distribution of knowledge in a company”, describing 
the location of information in the organization e.g. who’s responsible for it, what it is used for, 
and any access privileges. An example of an electronic knowledge map is the SPUD (Skills 
Planning and Development) Project at Microsoft. This knowledge management tool allows 
newcomers to get a sense of who might be available as a knowledge source in addressing certain 
service issues (Penuel 1999:11). A knowledge map would be most beneficial for health-care 
managers who, as noted in earlier chapters, are currently operating with limited orientation 
programs, and/or quickly accessible critical information to effectively carry out their management 
jobs.  
Capturing expert knowledge for use as a learning tool is another valuable aid for both 
newcomers and experts. Capturing such expertise is particularly important to the health industry 
at this time as the industry anticipates a major exodus of senior managers. The non-written 
management decision-making skills which lie at the heart of organizational strategies and culture, 
would be of value to current and future managers and needs to be captured. Recent requests for 
more mentoring and coaching in the health industry may reflect this need for increased expert 
knowledge as found in the following comments of survey respondents:     
Would like to see more mentorship type programs….would like 
to be able to learn from others who have gone before me. I rarely 
have time to speak to my supervisors, they are too busy dealing 
with really big issues. 
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There needs to be a significant improvement in the mentoring 
system if there are going to be quality managers in the future 
ready to take in the increasing levels of responsibility.  
We require more formalized mentorship between seasoned 
managers and more junior managers. 
Senior heath-care managers equally supported this need for mentoring in the following comments:   
No one has time for mentoring or giving support especially to 
new managers who are having more difficulties. 
We would like to develop a mentoring program using technology 
and face-to-face contact. Experienced health-care managers 
could transfer corporate history and the political aspects of the 
health industry.    
The idea of using technology (i.e. e-mail) to facilitate a mentoring/coaching program is a good 
one, especially if it utilizes the abilities of soon-to-be-retired managers. But such a program will 
need standards and measurable outcomes if it is to provide value to the industry. Other methods in 
capturing expect knowledge may also benefit the health industry.   
Another idea in sharing knowledge according to Penuel is the gathering of “war stories from 
organizational experts as done at the Institute of Learning (ILS) at Northwestern University.  
Company war stories are captured on interesting and unusual problems faced by individuals (i.e. 
the intractable customer service problems) or inventive solutions to problems, the experts 
providing insight in handling real problems in the organization. Peneul refers to two software 
tools such as GuSS (Guided Social Simulation) and SPIEL (Story Producer for Interactive 
Learning ) that are used to recontextualize operational expertise into learning scenarios. 
According to Peneul these stories help to: 
….characterize non-canonical practice, that is, events that are 
anomalous, unusual, or surprising. Describing the non-canonical, 
helps workers understand what can’t be written down in policy 
guidelines, procedures, or other kinds of directive 
documentation.  It gives them clues for what to pay attention to, 
for what kinds of tacit knowledge they will need to perform 
skillfully on the job (Penuel 1999:13-15).   
By capturing the operational expertise and management knowledge of the health industry, health-
care managers would be able to preserve valuable knowledge for newcomers and create an  
archival database for managers. Concern has been voiced on whether health-care managers would 
be willing or have the time for such data collection and/or if such information was collected if it 
would be used. This concern may be alleviated by the fact that some health professionals already 
use such tools for clinical purposes. Registered nurses and Public Health nurses in British 
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Columbia currently use  listserve1 technology through their professional associations to obtain 
information on clinical issues, and information technologists in one health authority share a 
common communication system. The value of such knowledge sharing may have to be conveyed 
to other health-care managers. Further research may be able to capture such information on a 
common health management database.    
Another means of capturing organizational memory relates to customer relationships. Penuel 
describes an electronic tool called the Answer Garden  which incorporates the retrieval of 
commonly-asked questions of customers stored in a database.   According to Penuel, the Answer 
Garden, might be regarded as: 
…a “just-in-time” learning solution where learning is not lost but 
is maintained as part of the organization’s history of learning 
opportunities (Penuel 1999:16-17).  
The health industry traditionally provides a great deal of information to their health clients on 
numerous health issues. Creating a database  of commonly asked questions would save health 
industry employee time and provide greater consistency in the message.  
Experts, the second group of learners, require a different approach to knowledge sharing. 
Experts need an acknowledgement of their fundamental value to the organization as innovators, 
problem-solvers, and as leaders in promoting the vision of the organization. By facilitating the 
opportunities for these experts to share ideas an organization, according to Peneul, may:  
…force them [experts] to rethink their approaches to defining 
and solving problems they encounter on the job. By encountering 
diverse perspectives, experts become less likely to remain 
blinded by their own professional biases, and to see new and 
challenging problems as opportunities to apply what they know 
to engage the company’s emerging problems and 
opportunities(Penuel 1999:18).  
 Several examples of how other organizations enhanced the knowledge sharing among their 
experts may provide insight into how this principle may be used for health-care managers. In a 
Denver Project portable radios were distributed to technicians to collaborate in solving difficult 
problems. In time a shared company database was created on interpreting situations, and 
diagnosing and solving problems, their stories acting as “repositories of accumulated wisdom” 
(cited by Penuel, 1999:19-20). A similar expert database was created for learning technologies in 
_____________________________________________________________________________ 
1.  Listserve is a computer program that automatically distribute an e-mail message to individuals who are part of a list. 
Messages can usually only be sent or received by members of the list. 
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the Center for Innovative Learning Technologies (CILT) (Penuel 1999:21) and another for the 
United States Army operations in the Center for Army Lessons Learner (CALL) (Penuel 
1999:22), each system converting expert knowledge for the benefit of the whole organization. The 
concept of capturing the wisdom of expert health-care managers would strengthen the health 
industry as managers build on their problem solving expertise.  
The importance of creating a professional community for sharing information was noted by 
Harasim, Hirtz et al. as: “professionals can use learning networks to stay abreast of developments 
in the field and to gain access to peers and resources relevant to their work”(Harasim, Hiltz et al. 
1995:245). However, Denning states that it is often difficult for an organization to establish a 
strategy for sharing knowledge because:  
It entails collective visioning as to how sharing knowledge can 
enhance organizational performance, and the reaching of a 
consensus among the senior management of the organization that 
the course of action involved in sharing knowledge will in fact be 
pursued (Denning 2000:1) 
Sharing knowledge within one organization or among a number of organizations is essential in an 
industry where health-care managers operate on a number of sites and are expected to integrate a 
single standard of health service. Knowledge sharing may also address the work and time issues 
of many health-care managers particularly in situations where increased information and expertise 
is needed for decision-making. Since knowledge sharing and learning are becoming more 
intertwined in many organizations through the aid of learning technologies, the next area for 
review is how e-learning may benefit skill development.  
8.3.2 Skill training through e-learning  
Conclusion #16: Health-care managers are experiencing a 
gradual shift to e-learning. 
Chapters three and seven showed that health reform has changed the learning environment and 
priorities of health-care managers and introduced new challenges. Many health-care managers  
have difficulties in accessing learning opportunities because of their workload and the classroom 
format offered in their health organizations. While the introduction of learning technologies may 
be considered a valuable tool to aid organizations in weaving learning more directly into everyday 
workplace activities, much of its development is still in it’s infancy. For example, the NHSU 
envisioned a range of learning options for the NHS from small units all the way through to 
university degree programs. Small learning units are  sometimes referred to as ‘chunks’, ‘bites’, 
or ‘just-in-time’ learning and have become more popular in recent years with the arrival of 
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handheld computers and Personal Digital Assistants (PDAs) into the workplace. While PDA 
devices are relatively new, the idea of delivering learning directly into the hands of professionals 
in small portions is important to organizations with heavy workloads and limited time for 
learning.       
Embedding learning directly into the workplace is not new, technology has simply streamlined 
the idea from a manual system (i.e. organizational policy and procedure manuals) to an electronic 
system. Admittedly, technology has introduced  a more extensive network of possibilities. The 
creation of these small units of learning introduces the topic of ‘learning objects’.  Learning 
objects may be described as a learning technology concept with the: 
Potential to revolutionize the paradigm for organizational 
learning.  The concept is simple: leverage database, Internet, and 
other digital technologies to prepare learning content as discreet  
small ‘chunks’ or’ Learning Objects’ that can be used alone or 
dynamically assembled to provide ‘just enough’ and just-in-time’ 
learning. Learning Objects can also enable learners to select the 
training that is most relevant for them and perhaps even in a 
media format that matches their preferred learning style (cited in 
Griffith 2003:3)  
A 2002 survey of higher education institutions in the United States on the utilization of learning 
objects found that learning objects were used mainly in the natural  and physical sciences, 
computer sciences and medical sciences such as nursing (cited in  Griffith 2003:6). While the 
development of small learning units for health-care managers may take years to develop the idea 
is already being considered in other organizations. For health-care managers this would introduce 
a convenient learning method to facilitate decision-making at the frontlines of the industry. 
Another learning option is ‘on the periphery’ learning which introduces learning technologies to 
test the decision-making abilities of managers.   
Learning ‘on the periphery’, allows the individual to learn while they are adapting to a new role 
and gives experts an opportunity to refresh their skills and test new ideas. Such periphery practice 
can be achieved by interaction with experts through simulations and modeling or problem-solving 
tools (Penuel 1999:12). Two examples of ‘on the periphery’ learning as simulation learning labs 
and a problem-based learning program.   
Organizational simulation learning labs already exist in other industries and  in higher 
education such as the Quaker Oats program (cited by Follows, 1999:1), a complex business 
program in Finland (Smeds, Takala et al. 1999:1), the ‘Electric Utility Game’ in the United States 
(Meister 1998:102-104)and International Business Games (cited by Thorelli 2001:2). A single 
application of a management simulator and learning experience was designed for the New 
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England Healthcare Assembly to deal with change (Hirsch and Immediato 1998). The benefit of 
virtual reality, according to Henderson, is that “simulation allows learners to participate in much 
more complex and realistic situations of knowledge use, leading to rapid honing of skills and 
tuning of knowledge patterns.(Henderson 1999:2). Williams states that: 
Simulation experiences have the potential to become powerful 
instruments of cognition. They support both experiential and 
reflective processes: experiential because one can simply sit back 
and experience the sights, sounds, and motion; reflective because 
simulators make possible experimentation with the study of 
actions that would be too expensive to try in real life (Williams 
n.d.:2).    
The availability of simulation learning programs would benefit an industry where further health 
reform is anticipated and where there are numbers of inexperienced managers and/or managers 
without a health industry background. Such programs would allow managers to test concepts and 
theories prior to implementing costly reform measures over a large geographic area. As 
simulation programs are costly, new partnerships would be needed.       
Another periphery learning example is the use of a problem-based learning, an approach  
currently utilized in medical education where the learner is presented with a problem or case-
based learning situation, similar to the problems they will encounter in their work practice to help 
medical students make accurate diagnoses using the fewest steps (minimizing costs) and greatest 
efficiency (using expert search patterns) (Penuel 1999:9-11). Such a program for health-care 
managers would test their problem solving abilities and decision-making, a quality measure  
which is currently unavailable. This learning tool, if available, would benefit an industry where 
costly management decisions can not only affect regional health services but the lives of many 
citizens. Much research is needed in developing ‘on the periphery’ tools for health-care managers. 
In the meantime learning technologies will need to be applied to traditional skill training methods 
and delivery options.    
In this study health-care managers were asked to rate the features of thee educational delivery 
methods i.e. classroom, paper-based distance and e-learning) using a list of thirteen variables. The 
thirteen variables used in rating the three learning delivery methods were:  
 Course choices tailored to the learner  
 Course duration tailored to the learner  
 Course accessible when needed  
 Flexible registration  
 Course guidelines are clearly stated  
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 Opportunities for evaluation of  progress  
 Pace of course is tailored to learner  
 Technology aspects are easy to learn  
 Group work for learning  
 Assignments are clear  
 Reading/other resources are easy to access,  
 Good discussion/interaction with other students, and  
 Instructor access is flexible and timely. 
In the overall mean rating classroom learning received some of the highest ratings. Individually, 
the findings show that respondents rated classroom learning high in interaction with other 
students, group work for learning, clear assignments, course guidelines clearly stated, 
opportunities for evaluation of progress and technology aspects easy to learn. Paper-based 
distance learning was rated high in course guidelines clearly stated, assignments are clear, course 
accessible when needed, pace of course tailored to learner, and course duration tailored to learner. 
E-learning was rated high in course accessible when needed, pace of course tailored to learner, 
registration is flexible, course guidelines clearly stated and course duration tailored to learner. In 
comparison of the three delivery methods, classroom learning was rated highest in seven variables 
and e-learning in six. In one variable, course guidelines clearly stated, there was a very slight 
differences in the rating between classroom (3.95) and e-learning (3.93). Table 8.2 lists the 
variables by delivery method.  
Table 8.2:  Summary of Education Delivery Preference by Variable  
 
The findings also show that those with e-learning experience rated e-learning higher than 
classroom or paper-based distance learning, but they also rated classroom learning high in 
assignments being clear and group/interactive activities.  
The variables selected for e-learning were consistent with the advantages previously identified 
in 8.2.2. What is of interest, is the selection of variables for classroom learning. Several senior 
Classroom Learning E-learning
Course guidelines are clearly stated Course choice tailored to the learner
Opportunities for evaluation of progress Course duration tailored to the learner
Technology aspects easy to learn Course accessible when needed
Group work for learning Registration is flexible
Assignments are clear Pace of course is tailored to the learner
Good discussion/interaction with other students Reading/other resources easy to access
Instructor access is flexible and timely
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managers felt that classroom learning was preferred by health-care managers because it provides 
them  with a social setting for sharing operational knowledge, understanding current reform 
changes, and giving them a setting for building relationships. This suggests that if  e-learning is to 
grow, e-learning materials and services may have to give more attention to interactive measures.   
The findings may also show that e-learning is slowly gaining acceptance within the health-care 
management group.  As noted above, the majority of health-care managers believe they have the 
computer/Internet skills for e-learning, which may show a wider acceptance of this delivery 
method then previously thought. While a preference for classroom learning continues, senior 
health-care managers believe e-learning is inevitable in the health industry as noted in the 
following comments:   
Some learning must become e-learning as class time is too time 
consuming. 
We need to do more e-learning but we will need to be selective. 
We will definitely make more use of e-learning in the future, it is 
a matter of choosing the content and recognizing what is not 
suited to this media. 
Industry stakeholders reiterated that with increased workloads and the need for increased 
information and skills, more e-learning was essential for management education. If e-learning is 
to be considered for the health industry of British Columbia, then the e-learning platform 
identified by the NHSU might be a good starting guide as it entailed the following features:  
 “‘once only’ registration for NHSU learners 
 Self-assessment tools to identify preferred learning styles, learning needs and 
preferences; 
 Searchable directories  of NHSU learning programmes with signposting to external 
courses and learning opportunities; 
 Content management systems allowing tutors and learners to comply and sequence 
learning objects and to tailor programmes to individual needs; 
 A personal page for each learner to record their learning experience, accumulate credit, 
reflect on their learning and view their progress against their Personal Development 
Plan; 
 An on-line library and knowledge management system to support and extend the 
learning resources available; 
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 Facilities for synchronous and asynchronous discussion with other learners, tutors, 
mentors, and ‘buddies’ and to support virtual communities networks and work-based 
learning sets; 
 User tracking and progress monitoring tools and assessment and accreditation services; 
and 
 Tools to support tutors and learners in managing locally-based resources and facilities 
and to capture the outcome of non-e-learning components” (2003:115) 
The simplicity and/or complexity of e-learning course content will depend on the current learning 
needs of the health-care managers and how  adaptive curriculum can be to a changing industry.  
To assist with possible curriculum planning a list of health management education topics, 
identified by study participants, may be found in Appendix H. The task for the educational 
planners is to design a range of e-learning options from the small units to more extensive              
e-learning products all the way to a postgraduate degree. To achieve this objective for health-care 
managers the health industry will need strong leadership, innovative partnerships and new 
funding.    
In summary, educational planners need to create e-learning products suitable to the learning 
and time limits set by health-care managers. To achieve this goal this section has examined small 
learning units, ‘on the periphery’ learning and the idea of more extensive learning options all the 
way to degree preparation. Creating an e-learning inventory will be covered in section 8.4.2. 
Creating a flexible e-learning environment with a strong support network will be essential if 
maximum learning is to be achieved. While new partnerships will benefit such a strategy, success 
is dependent on the industry finding new funding for this initiative. Since health-care managers in 
this study have clearly stated they still favour face-to-face learning, a pure e-learning strategy is 
likely not viable for the health industry. For this reason a blended option needs to be  considered.   
8.3.3 Preference for a blended learning method 
As indicated in the comments of survey respondents, a learning approach beyond pure e-learning 
may already be in their thinking:  
I wish there were more flexible ways to complete my second 
masters program …e-learning only goes so far. 
E-learning should coincide with some sort of face-to-face 
learning.  
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Senior health-care managers seem more certain that a blended learning option would be best for 
the industry:     
I think health care is not suited to pure e-learning as health is a 
people industry.   
I think the best is a blended format with pre-reading, interaction, 
mentoring and/or coaching. 
 A blended form would be best as there is need for interaction 
with peers, other learners and mentors. The online portion should 
have a mentor and time for interaction to make sure the learner 
understands the material.  
The feedback from my managers is that they are more 
comfortable with a blended learning method, a mixture of face-
to-face and e-learning. Managers find the face-to-face contact 
allows then to share experiences and strategies which has proven 
to be more effective in meeting their needs.”   
Blended learning has been occurring since a textbook was used to support  classroom teaching. It 
is selecting a variety of delivery methods from classroom to technology and combining to the best 
advantage for the learner. A blended option was also considered by the NHSU in which they 
looked at a mixture of learning options such as face-to-face, workshops, learning networks and 
communities, and peer learning sets. According to Rossett, Douglis et al. options for blended 
learning go beyond the classroom. They describe the blended options as being “formal and 
informal, technology-and people-based, independent and convivial and directive-and discovery-
oriented”(Rossett, Douglis et al. 2003:1).  A number of studies have highlighted the benefits of 
this blended approach.  Dean and his colleagues found that “providing several linked options for 
learners, in addition to classroom training, increased what they learned”. In 2002, Delacey and 
Leonard reported that “students not only learned more when online sessions were added to 
traditional courses, but student interaction and satisfaction improved as well”(cited in Rossett, 
Douglis et al. 2003:1). The table created by Rossett, Douglis et al. follows, providing an 
illustration of the potential in a blended learning approach. 
Chapter Eight: Analysis, E-learning  308 
Table 8.3: Blended Learning Approaches 
 
However, a word of caution is sounded by Weaver who notes that:  
For learning initiatives to make a difference, they must blend the 
right content for the right learners, using the right instructional 
strategies and the right technologies (traditional and/or 
emerging), in the right environment (rewards, recognition, 
management support, systems alignment, communication and 
culture) to accomplish the desired outcomes (cited in 2004:2) 
The key to blended learning seems to be in selecting the right combination of media that will 
achieve the best learning results for the lowest possible cost. For example a web-based curriculum 
might suit large numbers of learners at great distances. Or a simpler blended plan might create 
electronic content surrounded by interactive content such as a face-to-face meetings at the 
beginning and/or end of a course, with e-mail and electronic interactivity during the major study 
portion. An important point to remember in proposing a blended learning option for health-care 
managers is that the face-to-face component should be an option and not mandatory. Otherwise it 
will defeat the need to accommodate the learning needs of health-care managers residing in rural 
and remote parts of the province. 
 The social need of health-care managers, identified in earlier chapters, needs to be addressed as 
health reform continues. As an interim measure this social need can be best achieved with some 
form of face-to-face contact. But within a pure e-learning environment a social need can equally 
be addressed as noted by Dillenbourgh:  
Live face-to-face (formal)
*Instructor-led classroom
*Workshops
*Coaching/.mentoring
*On-the-job OTJ) training 
Live face-to-face (informal)
*Collegial connections
*Work teams
*Role modeling
Virtual collaboration/synchronous
*Live e-learning classes
*E-mentoring
Virtual Collaboration/asynchronous
*Email
*Online bulletin boards
*Listservs
*Online communities
Self-paced learning
*Web learning modules
*Online resource links
*Simulations
*Scenarios
Video and audio CD/DVDs
*Workbooks
Performance support
*Help systems
*Print job aids
*Knowledge databases
*Documentation
*Performance/decision support tools 
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What is specific to virtual environments compared to any 
information space is that it is populated. The users are inside the 
information space and see a representation of themselves and/or 
others in the space. As soon as students see who else is interested 
by which information, the space becomes inherently social 
(Dillenbourg 2000:5).  
This social interaction and learning is referred to by Dillenbourgh as a “process of entering a 
culture” and argues that it is important to design such learning environments so that the culture 
closely matches the culture to be acquired (Dillenbourg 2000:21). In other words, the 
management culture  of the health industry will need to be clearly reflected in the design of all     
e-learning methods.       
While the literature points out that blended learning is gradually replacing pure e-learning, 
some may simply regard this shift as a natural evolution. For the health industry of British 
Columbia, a blended e-learning approach with some face-to-face contact by learners may be the 
best means of adapting to the lingering social needs of health-care managers. In time as learning 
technologies expand there will be the opportunity to offer learners a variety of options in their 
need new skills. The ultimate objective is to give health-care managers increased choice as the 
need for knowledge sharing and learning will continue to rise with ongoing health reform with 
thee need for more qualified knowledge workers. Along with such planning is the need for 
vigilance with regard to the lingering challenges which e-learning still presents to an organization.  
8.4 Learner and organizational challenges with e-learning 
Irrespective of all the positive features attributed to e-learning,  it is still in its infancy. There 
remain technological and pedagogical issues which may be easing but still exist especially in a 
workforce dominated by older adults. There is also the issue of how to build a learning inventory 
of materials, especially for managers in a changing working environment, with products in which 
quality and cost are still uncertain. These topics will be briefly reviewed in this section, as they 
are important features in the establishment of an e-learning strategy.  
8.4.1 Technological and pedagogical issues  
Conclusion #17: A digital divide appears to exists within the 
ranks of health-care managers.  
E-learning offers the adult learner a new realm of exploration, shifting the learning process from 
‘teaching’ to ‘learning’ or from ‘training’ to ‘learning solutions’. However, it also requires a 
change of mindset for both the learner and the educator. Minton argues that “the learner must be 
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comfortable enough with technology to concentrate on the content and operate efficiently with the 
interactive elements in the learning module” (Minton 2000:5).  
As previously mentioned in 8.2.2, forty percent of respondents indicated that the reason            
e-learning was not chosen was due to technological problem noting such issues as having 
problems in using the computer or Internet for learning or in accessing a computer for learning. 
Those experiencing this problem were mainly females, forty-one to fifty years of age  with 
undergraduate education. In chapter four similar issues were found in the literature. In addressing 
these technological problems the health industry may need innovative funding and support 
structures to address such technological issues if e-learning is to succeed. Five percent of senior 
health-care managers viewed technology as a barrier to learning noting that, in their opinion, new 
managers were more computer literate. While younger managers may be more computer literate, 
the findings in this study show that older health-care managers, mainly females, have  had more  
e-learning experience.  Admittedly, eighty-five percent of study participants indicate they have 
the computer/Internet skills for e-learning, but a true determinant of such skills is only possible 
through more research. Any e-learning strategy will need more precise data on such skills and 
possible consider an orientation on the technological expectations for learners, as suggested by 
one senior health-care manager:    
For any distance education there should definitely be a 
technology orientation program to get learners familiar with the 
type of technology they will be using. 
The findings of this study do not rule out a digital divide within the health-care management 
group for there is a lingering belief in the industry that younger managers are far more 
technologically sophisticated than older managers. Nevertheless, at this point in time, this study 
shows that older managers have more e-learning experience. But addressing the technological 
issues may be only part of the e-learning challenge. The pedagogical shift presented by e-learning 
may be even more daunting especially for older learners comfortable with a traditional learning 
environment.   
For both learners and educators, this non-linear, non-segmented mode of presentation in           
e-learning is a departure from the traditional, linear learning methodology and presents new 
demands and expectations on both groups. E-learning expects the learner to be more self-
disciplined, self-reliant, with good reading and time management skills. It also appeals to learners 
with a visual learning style  which suggests that individuals need to be aware of their own 
learning style before opting for this form of learning. Kleiman points out that the social dynamics 
of e-learning are very different from classroom learning. He notes that the nature of online, 
asynchronous discussions differ in that e-learning:  
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 Generally involves text-based communications as the main means of interaction, rather 
than speech. This often results in changes in the level of learner communication, 
reflecting different participants’ comfort levels with communicating in writing versus 
speech; 
 Interactions are spread over time, so that all learners can have their say without limiting 
the chances of others to have their’s; and    
 Interactions have a very different pacing than classroom interactions. Participants and 
educators  can respond to messages left days before, can wait and see what others say 
first, can take their time to compose their responses, and can link to other information 
(Kleiman 2004:2).   
Not only has the learner’s role changed, the educator’s role has shifted to that of a facilitator, 
partner and/or guide in the learning process, a change which some adult learners may find very 
different from their traditional learning experiences. The degree of collaboration or interactivity in 
e-learning is another area in which both learners and educators may need new skills and a new 
awareness of time management. New demands on the educator, according to Shelton and 
Saltsman, come from greater expectation from learners because of the Internet (i.e. quicker 
responses) and a need for new skills in the planning and preparation of e-learning courses. It also 
means the course syllabus must have clearly defined course activities and directions (Shelton and 
Saltsman 2004:1-4) because the learner no longer has the face-to-face option of clarifying course 
details, a point also noted by Brown and Voltz (Brown and Voltz 2005:1).  
The pedagogical differences for learner and educator are only the beginning of the changes 
found in e-learning. Brown and Voltz indicate that e-learning courses “are much more than the 
posting of traditional in-class materials on the Internet. Text, images, and sound can be combined 
to create materials that cater to several learning styles, and allow a degree of interactivity on the 
part of the learner”(Brown and Voltz 2005:2). Mayers indicates that there are two pedagogies 
associated with e-learning. One is the ‘delivery of information’. This is predominately the 
pedagogy of the lecture or the book and emphasizes ‘information’ technology. The other is the 
‘tutorial dialogue’ and involves conversations between tutors and students and mainly emphasizes 
the ‘communication’ aspect of e-learning. He feels that successful teaching is underpinned by 
both, but in terms of pedagogical effectiveness, the second (communications) is considered more 
important than the first (Mayers, 2000:2). Karaliotas contends that the Internet recreates the 
‘agora’ or meeting place in which knowledge is not only shared but created and recreated 
(Karaliotas, 1997:4).  
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Peters concentrates on the hypertext of e-learning and notes that learners are confronted with 
text blocks representing ‘cognitive units’.  Learners must browse through these cognitive units 
and develop an activity for which there is no corresponding example in traditional pedagogies. 
Once the starting point has been established, the learner can then “navigate” through an unknown 
“sea” of information.  All cognitive units are linked  with one another (nodes) to form a network, 
and this helps to form semantic networks in the learner’s head.  Peters indicates that this different 
type of learning does not aim at declared or defined targets.  While this leads to greater flexibility 
and variability in learning it cannot be adequately tested by traditional means. Such learning is 
referred to as targeted browsing, random browsing, associative browsing, or scanning searching, 
exploring, wandering and path finding, all linked to autonomous learning (Peters, 2000:6-7).   
Modern complex organizational theory, previously mentioned in chapter three, is linked with 
learning technology by Siemens. His theory of ‘connectivism’ moves learning theory into the 
digital age with the integration of principles explored through chaos theory and network, 
complexity and self-organization topics. Learning within this theory is: 
….. a process that occurs within nebulous environments of 
shifting core elements – not entirely under the control of the 
individual. Learning (defined as actionable knowledge) can 
reside outside of ourselves (within an organization or a database), 
is focused on connecting specialized information sets, and the 
connection that enable us to learn more are more important than 
our current state of knowing (Siemens 2004:3). 
According to Siemens, connectivism is “driven by the understanding that decisions are based on 
rapidly altering foundations. New information is continually being acquired. The ability to draw 
distinctions between important and unimportant information is vital. The ability to recognize 
when new information alters the landscape based on decisions made yesterday is also 
critical”(Siemens 2004:3). Siemens sees “personal knowledge as being comprised of a network 
which feeds into organizations and institutions, which in turn feed back into the network, and then 
continue to provide learning to the individual. This cycle of knowledge development (personal to 
network to organization) allows learners to remain current in their field through the connections 
they have formed”(Siemens 2004:3).  
As e-learning expands more research on learning theories will inevitably follow. As Rudestam 
and Schoenholtz-Read state: 
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The adoption of computer networks as the teaching vehicle of the 
future in higher education and corporate training demands a 
reexamination of our core beliefs in pedagogy and how students 
learn.  The transfer of a classroom curriculum into cyberspace is 
deceptively simple, but doing so without an appreciation for the 
nuances and implications of learning online ignores not only the 
potential of this medium but also the inevitable realities of 
entering it (Rudestam and Schoenholtz-Read 2002). 
Thus, in the early planning of an e-learning strategy both learners and educators will need to be 
fully aware of the technological and pedagogical learning challenges presented by e-learning. This 
study shows that older health-care managers have the greatest e-learning experience. Such 
experience does not rule out a digital divide within the health-care management group. 
Determining the level of computer/Internet skills of health-care managers will require a different 
study. Once the technological and pedagogical issues are understood, the next challenge will be 
how to build an e-learning inventory.  
8.4.2 Building an e-learning inventory 
According to Broadbent “there are four main ways to build an inventory of e-learning materials. 
They can be leased, purchased, converted, or built from the ground up. Many organizations 
subscribe to acquiring such materials through a service provider, or an application service 
provider (ASP). This is the way the health industry currently acquires clinical and/or safety e-
learning resources. Some organizations may also purchase e-learning materials such as self-paced 
course software, bundled on CD-ROM or distributed over the web. Other groups convert existing 
instructor-led workshops to e-learning courses, while others build their e-learning materials from 
scratch”(Broadbent 2002:1-2). Decisions for all e-learning materials will vary according to the 
background of the organization, the target audience and other specific needs. One example are the 
guidelines used by the NHS which identified the following parameters: accreditation, length of 
course, duration of course, learner intake (i.e. is there a rolling intake), the prerequisites for the 
course (i.e. technological or academic), fees and funding model, is the course appropriate to the 
audience, infrastructure (i.e. can it support learners in remote locations), assessment strategy, and 
is there organizational readiness and funding  (cited in 2003:10-11). Broadbent suggests, after a 
thorough review of possible courses within the organization a list of  about four or five might be a 
reasonable number to initially convert to e-learning  (Broadbent 2002:3-5). In other words, it is 
best to start on a small scale if an organization is starting from scratch.  
Finding quality health management e-learning resources for health management education may 
be difficult. A global search may be required.  This idea is supported by the experience of the 
NHS who found that “there is no easily accessible and comprehensive list of potential suppliers 
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for e-learning development contracts” (cited in 2003:18), and they were searching for general 
health material. In their efforts to acquire quality e-learning materials the NHS identified two 
broad headings in their contract negotiations:  
 Authoring : which involves the pedagogic aspects of materials development, from 
needs analysis to learning objectives to learning content (delivery methodology, 
materials and assessment); 
 Production: which involves taking the scripted materials and converting them into the 
required e-learning environment, be it CD-ROM or web-based  
For the NHS the identification of a suitable supplier(s) depended upon the balance of the 
Authoring and/or Production skills that are required for the e-learning materials (cited in 
2003:22).  
If e-learning health management resources cannot be purchased then the next consideration 
may be partnering opportunities to create new learning materials. Potential partners may be found 
through for-profit or non-profit organizations, higher education, professional organizations, 
governments, health corporate universities, other industries and/or e- learning suppliers located in 
other jurisdictions. The benefit of partnering is that the expertise of others who have developed 
such resources can be shared. While partnering may address the initial need for e-learning 
materials the health organization still faces the daunting task of being able to keep these learning 
materials up-to-date as the industry keeps changing. All factors which will need careful planning 
and resources. However, even after careful planning the e-learning team may discover both a 
limitation of existing materials and/or that many materials are unsuited to their organization or 
achieve the desired learning outcome. At this point it may be that the organization will need to 
develop their own e-learning materials. However, creating e-learning materials from scratch is an 
expensive decision which will be examined more in 8.4.3. 
Thus, one of the biggest issues facing the health industry in implementing an e-learning 
strategy is the acquisition of  adequate e-learning resources. This search becomes more 
complicated if the organization is also determined to provide a range of e-learning materials such 
as mini-units to full e-learning courses. The health industry may have to do a global search for 
health-care management e-learning materials or face the possibility of creating their own e-
learning. Whatever path is chosen e-learning planners will need vigilance to quality and costs.  
8.4.3  Quality and costs  
In interviews with senior health-care managers and stakeholder discussions the two biggest 
concerns regarding e-learning were access to quality materials and the implementation cost. Both 
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issues continue to be debated as there are varying views on both topics. Quality was an issue in 
developing e-learning for the NHS which can be found in the following statement: 
It is important to deliver quality e-learning, not just in terms of 
content or how it is delivered, but also relating to support 
structures and the learning principles behind the materials. 
Attention to detail, as well as a sound idea of the ‘bigger picture’ 
should ensure quality and, in turn, a worthwhile experience for 
the learner(2003:25)    
However straightforward this statement, quality assurance of e-learning materials consists of a 
number of important components. Quality assurance and product testing require attention to 
course content, delivery method, support structures and learning principles and that the course 
content needs to be at the ‘right’ level for the learner, the text accurate and up-to-date, with clear 
navigation aids, and accessible to all learners (cited in 2003:25, 26). Testing must also ensure the 
product is working consistently and reliably, that it is easy to use and can be used by  many 
people (cited in 2003:30-33). There is also a need to assess its value to the organization. Timely 
and appropriate feedback is essential. While the above quality assurance measures seem realistic, 
organizations continue to have concerns regarding the quality of e-learning technologies and 
materials and the reasons are many.   
According to the World Bank Institute rigorous evaluation of learning technologies has been 
stymied by the lack of international benchmarks regarding policy reform; poor/non-existent 
international datasets dealing with technologies and education; and limited statistical models and 
analysis that focus on the link between technology and educational policy reform and its impact 
on the economic development process (cited by Valcke, n.d.:v-vii). The search for e-learning 
standards is global. With the delay in international standards, organizations and countries have 
established interim guideline such as: the  National Protocols for Higher Education Approval 
Processes in Australia;  the Consumer-Based Quality Guidelines for Learning Technologies and 
Distance Education in Canada (cited by Farrell, 2001:128); the IMS  (Instructional Management 
Systems) Global Learning Consortium; the Western Cooperative for Educational 
Telecommunications guidelines; and the Open Learning program guidelines in Britain (cited by 
Farrell, 2001: 49 & 131). Others see quality in terms of appropriateness and completeness of the 
e-learning course, student access to quality support services (i.e. library, computer, faculty access, 
peer interaction); and the evaluation of specific learning outcomes or competency based 
objectives (Garson n.d.:3) (Strother 2002:6) (Downes 2001; 2003:7). Irrespective of such thoughts 
and actions, the ASTD reports that most quality e-learning assurance processes remain:  
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……geographically rooted and focused on institutional 
providers. These processes are costly and slow; their metrics are 
rooted in utilization and completion rates rather than the added 
value or outcomes resulting from learning.  As a result, the 
existing quality assurance system is not well suited to the 
dynamic, performance-focused, modular and borderless world of 
technology-enabled adult learning…..(cited in 2001:18).    
Downes, adopting a different perspective, sees the need for open standards in course development 
to allow engineers from various software or hardware companies to develop devices and programs 
that operate in harmony  (Downes 2001:21).  
The underlying problem in the development of such standards, according to Ryan and Stedman, 
is that traditional quality assurance systemic measures are no longer adequate for the new 
educational environment, and thus, new models are needed to address quality monitoring and 
assurance (Ryan and Stedman 2001:48). Farrell notes that this new assurance model would not 
only have to address the quality of instruction and support services but also overcome problems of 
identifying relevant jurisdictions, assessing the credibility of overseas accreditation and regulating 
bodies, and assessing the contribution of respective partners where a consortium or partner is 
acting as the provider (Farrell 2001:127). Fender adds that new approaches to monitoring and 
accrediting learning will require new opportunities and processes. If other countries endorse the 
European approach, there will be increased movement toward an international standard based on 
the mutual recognition of professional qualifications and the need to remove barriers to job 
mobility (Fender 1999:31).  
If  e-learning in a business context is to be ‘competency-based learning’ there will need to be a 
greater reconciliation of academic and practitioner criteria for reviewing such learning. In Britain 
competency-based systems of education were designed to identify and describe behaviours that 
can be manifested and empirically observed and measured. The rigor of competency frameworks: 
…..makes them uniquely suited as components of technology-
assisted learning programmes. Technology-assisted learning can 
support the move to a quasi-market in education, where 
performance-linked funding and consumer choice are paramount 
virtues. By increasing the granularity of ‘education consumables’ 
learners are theoretically able to buy ever-smaller “chunks” of 
competence (cited in 2001:10-11).  
The ASTD supports a competency-based approach and recommends that government and 
business work together to create a learner environment in which credentials are earned for 
demonstrated knowledge and skill, regardless of the source of the learning (cited in 2001:21), 
which was the suggestion of a survey respondent in this study. Whether or not an academic or 
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competency-based measurement system is adopted, the need for such quality assessment 
measures is regarded as critical if e-learning is to gain recognition within the traditional academic 
community and in the corporate world. While e-learning quality measures continue to evolve, the 
striving for such quality will inevitably escalate organizational concerns over costs.  
Knowledge being one of the major assets in today’s organizations should be one of the most 
identifiable costs but this is not the case. Stacey argues that since knowledge is not directly traded 
in markets it is not measured and recorded in corporate balance sheets. DeCarlo and Robinson 
note that costs are not identifiable because economists have traditionally treated education as an 
item of consumption (DeCarlo and Robinson 1966:42) (Stacey 2001:1). Regardless of this lack of 
cost data, Stewart sees organizations pressing onward in adapting to the knowledge economy 
without understanding how much they currently spend on education and even less about how 
much learning has actually occurred (Stewart 1997:64). But why is cost analysis so difficult? 
Cost assessment of education remains problematic because of the variety of definitions of 
‘direct’ and  ‘indirect’ costs, organizational overhead and inconsistent approaches to cost 
estimates. According to Tucker, educational return-on-investment analysis remains difficult 
because of three problems: obtaining accurate measures of the full costs, measuring benefits 
without relying on subjective estimates, and isolating the impact of training on changes in 
performance (Tucker 1999:Ex. Sum.). Meister, taking a more general estimate, stated that on 
average one hundred corporate universities spend 2.2 percent of the corporate payroll on 
education and training (Meister 1998) but how this figure is derived is unclear. However difficult 
such assessment may be, employers will continue to demand  assurance of a return-on-investment 
and improved job performance as a demonstration of new knowledge and skills. E-learning 
programs must expect nothing less. But assessing e-learning costs may prove to be even more 
difficult as noted in a Ryerson Polytechnic University report which stated:   
Comparing technology-rich courses with more conventional 
ones, not just in the area of cost but also efficacy, may be like 
comparing apples and oranges …….(cited in 1998:54). 
Research on e-learning costs has not resolved the complexity. Feder found that despite a 
number of studies carried out in Britain and elsewhere, very little reliable data exist on the cost of 
e-learning courses. This view is also held by Valcke and Leeuw in their report to the World Bank 
Institute (Valcke and Leeuw n.d.:21 & 27). Fender found that costing methodologies for              
e-learning are still being challenged and face numerous technical difficulties (Fender 1999:26). 
Rumble states that the few cost studies that exist focus on the costs of providing e-materials and 
e-teaching but not on e-administration or overhead costs (Rumble 2001:4). Further studies in 
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Britain and Australia found that there were difficulties in establishing the cost-benefits of 
computer-based learning systems. A Canadian study found that the e-learning approach was 
cheaper than a traditional face-to-face course. Other studies found that the  cost per student was 
lower in digitally delivered learning than traditional classroom learning (cited in Valcke and 
Leeuw n.d.:23). However, Rumble found that because there was little consensus on costing 
models to draw any general conclusions, further cost analysis research was inevitable (Rumble 
2001:2). Since costing models remain in question, looking at the developmental, operational and 
infrastructural costs separately might help.       
Carey, Faber et al. indicate that: development time is notoriously difficult to estimate because it 
includes courseware, technology and human variables. Estimates of development time for an hour 
of Multimedia and Computer-based Training (CBT) vary from one hundred hours to three 
hundred plus hours (Carey, Farber et al. 1998:31). Arizona Learning Systems found a wide 
variation in these development costs, e.g. a course  could cost from $ 6,835 2 ($6000 US) to 
$1,130,000 ($1,000.000 US) for a three unit Internet course, depending on the approach used 
(Rumble n.d.:3). The higher cost was for a ‘virtual reality’ course. In Canada, the costs were 
estimated to vary from $4,000 to $100,000  per course with more extensive media input bringing 
the spending up to $1,000,000 (Downes n.d.:5). While these costs seem high, this view is not held 
by all. Studies conducted at the Rochester Institute of Technology, the University of Illinois at 
Urbana-Champaign, the University of Maryland’s University College, Drexel, Pace, and 
Pennsylvania State Universities revealed that the universities were hovering close to a break-
even-point with their e-learning distance educational programs (Carr 2001:2). Ryerson 
Polytechnic University found that being able to update course content at lower costs reduced costs 
considerably over time (cited in 1988:53). Such variation in developmental costs may be one 
barrier to e-learning development. For this reason, e-learning planners need to be familiar with a 
variety of e-learning options, from the least to the most expensive.  
Data on operational costs are also difficult to assess.  Carey, Farber et al. compare development 
and operational costs for courses using learning technologies as follows:   
Courses using learning technologies can be significantly more 
costly to develop than traditional courses. However, in many 
cases, the cost to deliver the equivalent course using learning 
technologies can be less than with the traditional approach. A 
breakeven occurs when the savings from course deliveries equals 
the incremental cost of developing and implementing the 
technology-based course (Carey, Farber et al. 1998:33). 
___________________________________________________________________________ 
2.  Royal Bank of Canada currency conversion rate of December 10, 2005  
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Some argue that class size can drive down operational costs. Britain’s Open University found 
that e-learning was viable only with large classes of two hundred or more, but such large class 
sizes were not feasible for some institutions (Garson n.d.:10). A University of Illinois study found 
that the Web-based course was more cost-effective than face-to-face teaching with classes of over 
forty students per year (cited in Langford and Seaborne 2003). However, Walliker found that       
even with a smaller population (i.e. one hundred learners and less than one hour of learning), e-
learning was still more than forty percent less expensive than instructor-led training” (Walliker 
2005:1). While operational cost data remains unclear, in general, e-learning appears to be less 
expensive with larger class sizes.  
Infrastructural costs are a problem because the costs cannot be easily separated from the regular 
campus/organizational costs and must include technical support costs. In an overall cost 
comparison, Cunningham found an e-learning degree program was more expensive than an on-
campus offering because he included the higher costs of development and infrastructure support 
(Fender 1999; Cunningham, Ryan et al. 2000:128). In summary, according to academic studies, 
developing e-learning materials from scratch appears to be the most expensive route, with some 
improvement on operational costs achieved with larger classes. Yet, a discrepancy appears to 
exists between the academic perspective and leading corporations.   
A Unisys University Vice President stated that e-learning reduced training costs by twenty-five 
to forty-five percent, reduced training time by twenty-five to forty-five percent, and increased 
learning effectiveness by fifteen to forty-five percent. IBM considers e-learning to have saved 
some two hundred million dollars per year, while Dow Chemicals show a thirty million dollar 
saving in their first year of using e-learning (cited by Strother, 2002:1). A 1999 report by ASTD 
indicated that corporations saved between fifty to seventy percent when replacing instructor-led 
training with e-learning (cited in 2001:12). Langford and Seaborne found that studies from Britain 
and Europe also conclude that e-learning is about thirty percent cheaper, while many United 
States studies find per capita savings in the range of forty-five to seventy percent (Langford and 
Seaborne 2003). Rumble, attempting to resolve the apparent cost disparity between research data 
and corporate statements, made the following comment:   
There is general agreement that online training courses are less 
expensive than face-to-face ones provided the development costs 
are spread across sufficient numbers of students (possibly over 
several years) and provided that one takes into account both 
savings on travel and accommodation costs, and the fact that less 
of an employer’s productive time is lost (Rumble 2001:8). 
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Quality and costs will remain key issues for e-learning planners and will demand much more  
research. What is understood from the above information is that the health industry, as it 
contemplates an   e-learning strategy, will need to be vigilant with regard to both of these issues. 
In summary, while identifying a number of challenges in the adoption of an e-learning strategy 
the material in this section does not negate its consideration. These challenges need to be 
acknowledged as educational planners progress forward in creating the most cost-effective 
learning strategy for the health industry. This study shows that health-care  managers are ready for 
more e-learning, particularly for knowledge sharing and skill development. In review of the 
information provided in these two analytical chapters, a new health management educational 
strategy is proposed for British Columbia, the details to be presented in the next section.  
8.5 A new health management educational strategy 
Conclusion #18: Health-care managers are aware a new 
management education strategy is needed in British Columbia.    
The information presented in chapters four and six showed there is no clear health management 
educational strategy in the province of British Columbia for health-care managers. The lack of 
clear competency guidelines and support for education from the health organizations, the 
limitation in educational opportunities particularly with regard to competency training, 
organizational issues and access and credit issues all underscore this critical deficiency. The need 
for an overall health management educational plan and the need for management training was 
noted by the following survey respondents:  
In this fast-paced, constantly changing stressful healthcare 
environment, it is necessary to remember to recognize the needs 
of those entrusted with leading the way, setting the tune and 
mentoring new leaders. Some concrete plans with set education 
for groups of management leaders within organizations needs to 
be planned, implemented and evaluated. 
There should be a clearly defined and articulated organizational 
philosophy regarding management and leadership, and courses 
should be aligned with and support this philosophy. The 
opportunity to give managers experiences through mentorship, 
project work etc. should be considered at every turn.  
Basic training in management skills should be mandatory for a 
person assuming a management position. It cannot be successful 
when an incapable person is raised to managerial levels without 
the basic skill-set to perform the duties required.  
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In addition, another respondent felt that their health organization should be responsible for 
management education:  
There is some responsibility for organizations to provide 
administrative/management education. I worked four years in 
California and received a great deal of management/ 
administrative education/networking which was invaluable in 
helping me understand the huge role changes I was experiencing.  
Succession planning, noted in chapter three, is regarded as essential in meeting the anticipated 
management crisis expected with the retirement of the baby boomer generation. This issue was 
frequently mentioned by senior health managers. One survey respondent stated:  
Health care organizations should be focusing on succession 
planning and providing management education to those ‘in line’ 
to assume management functions over the next several years. 
Health stakeholders also mentioned the need to link succession planning and educational 
planning. The aging of health-care managers, first identified in chapter three, was confirmed in 
this study with seventy-one percent of respondents over forty-six years of age. This same aging 
trend was noted in interviews and stakeholder discussions where there were few managers under 
the age of forty. If, as is being anticipated, these older managers choose early retirement because 
of increasing workplace stress, and frustrations over a lack of skills in managing new 
responsibilities, then the leadership crisis may intensify.  
The findings show that 40.6% of respondents needed greater clarification of learning path to 
choose  as health organizations have not clearly indicated what management skills to pursue. In 
addition, both senior managers and industry stakeholders agree there is a vital need for a health 
management educational strategy. While the need for an educational strategy may be self-evident, 
its form and content are not so obvious.    
The creation of a new health management educational strategy for British Columbia will need  
to involve all stakeholders; health-care managers, health organizations, educational providers and 
the provincial government, for it to be effective. In the absence of a current provincial health 
management educational strategy, principles used for the NHSU for management education may 
serve as a guide. The NHSU principles focused on securing benefit for patients, staff and health 
improvement and being innovative, flexible and accessible. The plan would be for all managers; it 
would be multi-professional and multi-disciplinary; the curriculum would be focused on health 
industry needs and priorities and help managers to be more effective learners. Support would be 
provided through mentors, tutors and technical services, and involve senior health industry 
leaders. The course content would be continuously and rapidly updated. The outcome would 
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assure that new skills were directed at improving health services. A business model approach was 
expected to maximize the value for money, and have greater transparency and accountability 
(2003:12 -15).  
Thus, the following proposal for a health management educational strategy for British 
Columbia takes into consideration principles and ideas considered in the planning of the  NHSU,  
ideas from literature, and the findings of this study. The new educational strategy might consist of 
the following features:   
 General features 
 Focus on the health industry, quality care and tailored services to the health 
consumer/customer. 
 Be innovative, flexible, accessible and sensitive to the time demands of health-care 
managers.  
 Open to all managers and all potential managers. 
 Promote curricula focused on health industry needs and priorities, based on real-life 
issues, containing balanced course content on current service delivery issues and 
organizational change  
 Be manager-focused with learning carried out in the health organizations and 
incorporating  managers to teach managers. 
 Provide managers with a ‘choice’ in a range of learning delivery options from small 
units right through to academic degree programs delivered in a blended format.   
 Provide managers with a personal learning plan and progress report.  
 Provide an educational support network which includes educational tutors, technical 
educational support and mentors and coaches.     
 Provide managers with mentoring and coaching from individuals with current health 
industry experience.    
 Provide scholarships and other financial options. 
 Provide tailored management internships.     
 Develop new partnerships for management education.     
 Support health management research and evaluation.    
E-learning features 
 Focus on learning technologies to enhance knowledge sharing and skill training.  
 Work with Information Technology departments in the health industry to create an       
e-learning infrastructure and support network. 
 Provide learners with an electronic self-assessment tool at their workstation to help 
identify personal learning style and learning needs. 
 Regularly collect data on the learning needs of health-care managers. 
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 Provide learners with a computerized search program at their workstation to access 
educational opportunities (including e-learning). Educational advice to be available for 
‘learning path’ planning.  
 Enhance health-care management listserve technology to create more health-care 
management professional communities.  
 Facilitate increased Internet collaboration between health-care managers within the 
health organizations, nationally and internationally.  
 Create a database of information on health industry management issues, expert 
knowledge contacts, and/or health customer information.  
 Promote the development of health management simulation and problem-solving tools. 
 Study the effectiveness of e-learning mini-modules for health-care managers  
 Develop quality assurance measures for all health management e-learning options.  
 Develop costing analysis for all health management e-learning options.  
Such a strategy would encourage ongoing frontline input into the planning and design of 
management education and address many of the points discussed in the previous chapters. The 
main purposes of the strategy is to provide learning equity, a fast track quality educational service 
with expanded course selection, support structures, technical tracking system and quality 
improvement. The objective is to provide health-care management learners with all the necessary 
information to make effective educational decisions and to provide ongoing data to support 
further educational development. The ultimate objective of this strategy is to create an well-
designed, integrated learning system that becomes part of the everyday activities of frontline 
managers in the need for information and learning.  
The structure of the new e-learning strategy for the health industry in British Columbia is not 
without precedent. The NHS has already considered an e-learning strategy for their health 
industry. The difference in this proposal is the combination of knowledge sharing and skill 
training into a single e-learning environment. The proposed e-learning strategy for British 
Columbia, like the overall health management education strategy, assumes a single plan for the 
industry to maximize education resources. The overall purpose of this new e-learning strategy is 
to more effectively integrate learning and work, and improve knowledge sharing and skill 
training, so that health-care managers can quickly adapt to ongoing change and complexity in the 
health industry.   
8.6 Conclusion  
The material in this chapter shows that e-learning is not new to the health industry, it is just new 
for health-care managers in British Columbia. The findings show that a majority (66.6%) of 
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respondents have distance learning and a large percentage (47.6%) have e-learning experience, 
particularly females, those over forty-one years of age, and those with undergraduate and 
postgraduate education. In addition, the majority (85%) of  respondents indicate they have the 
computer and Internet skills for such learning. When asked to compare e-learning with classroom 
and paper-based distance learning, e-learning was favoured in the features which provided the 
easy access and tailored learning. Those familiar with e-learning identified convenience, 
flexibility and interactivity as the three top reasons for choosing e-learning. Overall, respondents 
identified similar e-learning advantages as found in the literature.  However, irrespective of the 
familiarity and stated skills for such learning,  a large percentage of health-care managers prefer 
face-to-face learning and another group identify technological problems. A continuing preference 
for classroom learning has been attributed to the need for increased social contact during a time of 
organizational change. Acknowledging this ongoing face-to-face need, a blended e-learning 
model is proposed, with ‘blended’ referring to a variety of learning options. The technological 
issues may require innovative and funding solutions. The underlying question of whether health-
care managers will accept learning with technology can be answered in the affirmative, 
particularly if e-learning is one of a number of learning options. 
Study participants supported a need for increased knowledge sharing tools and procedures in 
light of the large number of new, or newly placed, managers, increased complexity of 
management portfolios, the need to coordinate health services over a large geographical area and 
ongoing organizational change. While some health-care managers are already familiar with 
electronic communication tools, others will need to be introduced to the value of such devices. In 
addition to such tools, the creation of management database systems are intended to streamline 
decision-making. A mentorship program for health-care managers may come at an opportune time 
as a potential  new role for the anticipated exit of boomer managers from the industry.  
Using learning technologies for skill development, a range of learning options are proposed 
from small e-learning units to more extensive programs up to graduate studies. The intended 
design of an e-learning strategy for frontline managers is to blend workplace and learning 
activities into a unified system of information and training, using learning technologies, and 
creating an educational service tailored to the individual learner. Expanded e-learning courses 
would then focus on more complex content and competencies. The integration of learning directly 
into the workflow pattern of the health organization is intended to synchronize learning and work, 
making it easier to adapt to organizational change. Whether the industry purchases or develops its  
own e-learning products, e-learning planners will remains cognizant of quality and cost issues. 
The e-learning strategy is part of an overall health-management education strategy being proposed 
for the health-care managers of British Columbia.  
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The overall health management educational strategy is to give equity in learning to all health-
care managers, providing them with a clear plan and means to acquire the knowledge and skills 
needed to function in a changing industry. The proposed strategy of this study supports the new 
organizational model, recognizes the need for health-care managers to have immediate access to 
information and learning, strengthens the need for greater connection with other health 
management experts, and endorses the principle of lifelong learning. Such a strategy is vital to an 
industry needing resilient, well-trained leaders to manage ongoing organizational change.  
By bringing management education to the grassroots of the health industry, where the largest 
number of managers reside, this proposal would complement any existing health management 
educational efforts. This health management education strategy may take years to develop as there 
is a need to address a number of fundamental challenges, such as:   
 provincial government and health industry buy-in for the strategy; 
 the creation of a provincial management education planning team; 
 the introduction of an electronic health management educational needs assessment 
program for all health-care managers; 
 the establishment of an electronic learning network to provide health-care managers 
with quality learning opportunities (including e-learning, track individual learning 
activities, and facilitate group learning,   
 study a number of knowledge sharing and skill training technologies and evaluate 
pilot projects;  
 develop quality assurance and cost analysis methods for the learning strategy; and  
 investigate new partnerships to develop health management health management 
learning resources. 
 As ongoing change is inevitable in the health industry in British Columbia, learning challenges 
will remain. The industry needs to provide industry leaders with a reasonable working 
environment, easy access to information, expert knowledge, and skill development. This study 
argues that this need can be partially addressed through an e-learning strategy. In summary, the 
need for a strong health management education strategy  is vital for the future management of the 
health industry in British Columbia.  
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Chapter 9 
Conclusions  
 
The illiterate of the 21
st
 century will not be those who cannot  read and write, but those who 
cannot learn, unlearn, and relearn.   
 – Alvin Toffler  
 
9.1 Introduction 
The thesis has examined how health reform has affected the learning needs of health-care 
managers, and asks whether e-learning might be an option that could address certain aspects of 
these learning needs. This study has obtained input from over five hundred, currently employed 
health-care managers in the health industry in British Columbia. It has sought to understand the 
changes in the skill training needs of health-care managers after years of health reform, the 
educational resources currently available to meet these learning needs, and  the views of 
managers on e-learning. Three research questions were used to facilitate the achievement of this 
goal:  
1. How might recent changes in the health industry have affected the learning needs and 
priorities of health-care managers? 
2. What factors might hinder attempts to meet any learning needs and priorities of health-
care managers? and   
3. What benefits might e-learning provide in overcoming hindrances to effective health 
management education?  
This chapter will bring together the key findings of this study and discuss the conclusions that can 
be drawn with respect to each of these research questions. In addition, the chapter will assess the 
limitations present in the study, and identify possible future directions for research.  
9.2 Addressing the research questions 
This study shows that since the late 1980s health reform has been changing the landscape of the 
health industry worldwide. The significance of such change has taken industry stakeholders and 
the public years to fully understand. During the thirteen years of health reform in British 
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Columbia, health management education has primarily focused on such reform topics as program 
and service changes, cost savings and human resources. Little research has been carried out on 
the reform process and none on the learning needs of health-care managers until this study. The 
priorities of most health-care managers have been on coping with the enormous amount of change 
in their working environment. This study gave health-care managers an opportunity to express 
their concerns regarding their current working environment and learning challenges. However, 
even if health-care managers had the time for more skill training, the study shows there are few 
health management educational opportunities available to meet their new skill training needs. In 
proposing e-learning as a key option in addressing the learning needs of these managers, 
examples have been taken from other industries where such leadership education has had time to 
be tested. The findings associated with each research question will now be examined.   
9.2.1  Research question #1 
How might  recent changes in the health industry have affected 
the learning needs and  priorities of health-care managers? 
This study found that health reform has expanded management responsibilities of health-care 
managers and increased the complexity of service delivery. At the same time, health-care 
managers are faced with a number of organizational changes such as, a reduction in management 
numbers and career opportunities, decreased support services, and increased communication 
problems. Limitations in orientation programs and a diminished traditional promotional system 
have left new, and newly appointed managers ill-equipped for the challenges created by health 
reform. With increased workloads, limited time and ongoing organizational uncertainties, health-
care managers have either hesitated in pursuing additional learning or pursued such learning with 
no assurance it would benefit their career. Other health-care managers, nearing retirement, are 
considering an early departure from the industry, which would mean they are taking with them a 
great deal of intellectual capital. All of these factors have created a situation of uncertainty in the 
industry and this problem is expected to remain as government continues reform of the health 
industry in British Columbia. A continuing recruitment and retention crisis in the management 
ranks of the industry would not be unexpected. The proposed educational options identified in 
this study are intended to ameliorate some aspects of this crisis.  
    In determining what new skills are needed by health-care managers during this period of health 
reform, a short list of fourteen competencies (Refer to chapter five, p128) familiar to the  health 
industry was used in the survey instrument. The findings from the survey indicated that of the 
fourteen competencies, twenty-nine percent of health-care managers had no training in the 
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competencies and fifty-seven percent had received their training mainly through in-service, 
workshops or seminars. For many health-care managers their competency training has mainly 
focused on change and complexity and people skills, competencies which they rated as high. 
Irrespective of gender, age, working location or undergraduate/postgraduate education health-care 
managers rated their planning and financial skills as low. A direct correlation was also found 
between the amount of skill training a manager had and how they rated themselves in certain 
skills. In all competencies those with some formal (i.e. undergraduate or postgraduate) education 
rated their skills higher than those with in-service/workshop training or no degree.  
     Using the same list of fourteen skills to priorize their immediate learning needs, the health-
care managers identified evidence-based management, change and complexity and financial 
analysis as their top three learning needs. Evidence-based management and financial analysis 
were both competencies rated lower by study participants. Industry stakeholders agreed with 
these two  priority learning needs suggesting their importance has been amplified by the new 
corporate management structure  with its emphasis on greater accountability and financial 
savings. The anomaly in the findings was change and complexity. The findings show that most 
health-care managers have training in change and complexity, only fifteen percent indicating they 
had no training. In addition, irrespective of gender, age and education study participants rated 
themselves high in this skill. The conclusion of health industry stakeholders was that the selection 
of change and complexity as a second learning need reflected concerns over ongoing health 
reform, and/or a need for a different set of change management skills beyond the current focus on 
coping skills. Ongoing organizational change is anticipated for health-care managers with 
continuing demands for new skills. Whatever the future offers, change and increased complexity 
in the industry appear inevitable. Such change will demand better trained leaders. What is 
apparent from this study is that further research will be needed to keep abreast of the learning 
changes caused by ongoing health reform.  
     Thus, the study found that health reform has affected the learning needs and priorities of 
health-care managers. Health-care managers, many with undergraduate and postgraduate 
qualifications, are facing a need for new management skills to manage a restructured industry. 
The need for increased skill training will continue to dominate the learning priorities of health-
care managers as the industry continues to change. The question remains as to whether 
educational providers are fully aware of the change in the learning needs and priorities of this 
group of learners and whether learning opportunities can be adapted to respond quickly enough to 
shifting learning needs.   
Chapter Nine: Conclusion  329
9.2.2  Research question #2 
What factors might hinder attempts to meet any learning needs 
and priorities of health-care managers?   
This study found that the biggest challenge to learning for health-care managers is their current 
working environment. The majority of health-care managers regard their increased workload as a 
barrier to learning. Study participants insisted that until there was a change in their working 
environment they would have little time for acquiring new skills. However, the data also shows 
that the majority of study participants had attended a management course in the past few years, 
which means that they had found time for some education. The lack of time for learning is a 
complex issue requiring more research into management practices and procedures, the use of  
technology, and/or increased frontline autonomy.  In the meantime, if the industry supports the 
need for new skills for its leaders, time will have to be found for management education. Health-
care managers themselves will also need to priorize their acquisition of new skills to survive in a 
changing and complex industry.     
     Another challenge to learning for health-care managers is organizational support. The study 
found that health management education is both inconsistent and inequitable. Since the current 
focus in management education is on executive/senior managers it leaves the majority of health-
care managers with limited learning opportunities. This policy was substantiated in the findings 
which found that executive managers have the highest degree of education while those at the 
program management level have the least. Some health-care managers also have difficulties with 
a perceived funding inequity for management education. To resolve this inequity the health 
industry will need guidelines on the appropriate balance between learners’ entitlements and their 
personal responsibility for education. But first the health industry will have to clarify the skills 
needed for management positions, otherwise managers will continue to be hesitant in committing 
time and resources to career development. To stay on top of the shifting skill demands of its 
managers the industry may have to consider a learning needs assessment program for every 
managers’ desk, so that personalized learning plans can be created and changed as managers 
adapt to ongoing health reform.    
    Another challenge to learning for health-care managers is the need for more academic credit. 
More academic credit for experience and other learning is being sought especially by females, 
over forty-one years of age, with undergraduate and postgraduate education. Currently, those 
health-care managers who receive most of their skill training through in-service, workshops and 
seminars receive little academic credit for their effort. The need for more academic credit has 
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escalated in recent years due to decreased job security and increased competition for a reduced 
number of management jobs. Recognizing prior experience and learning for academic credit will 
become essential if lifelong learning is to become part of the learning strategy for the health 
industry.  
   Access to learning opportunities remains a problem for many health-care managers particularly 
those residing in rural and remote regions of the province, those unable to get away from their 
jobs because of workload or limited backup, and/or because of restricted classroom space.  It is 
for this reason an e-learning strategy is being proposed for  health-care managers.  
     The study found that current and newly designed higher education management programs 
continue to focus on senior managers with the acquisition of an academic degree as their main 
objective. Yet, this study has found that the majority of those with no undergraduate or 
postgraduate education are at the program management level, the level with the largest proportion 
of managers. In addition, the findings show that even those with undergraduate and postgraduate 
education have limited training in certain competencies such as planning and finance. It will be 
up to the health industry to make sure educational providers at every level of management 
education are clear on the critical management skills needed in today’s restructured industry.   
     The findings show that competency learning needs vary by time and educational background 
making the current ‘one-size-fits-all’ learning opportunities, of limited value to many health-care 
managers. Participants in this study gave many reasons why their current management education 
opportunities are not meeting their needs. The findings show that health-care managers not only 
need more tailored learning, but that they also cannot wait months or years for the creation of a 
new educational course to address shifting learning needs. Also, these adult learners do not wish 
to spend valuable time on educational opportunities that are ill-designed for their learning needs 
and do not give them practical skills to make their jobs easier. This dilemma is not unique to the 
health industry. Today’s changing and complex organizations demand a more responsive 
educational system to meet the learning needs of its leaders.  
      Taking into consideration information from other sources and jurisdictions and the comments 
of survey respondents and health industry stakeholders, this study proposes a new health 
management educational strategy for British Columbia. The design of the new strategy is to be 
focused on the health industry, open to all managers and those interested in management, provide 
learners with educational information, tracking and/or monitoring, and access to educational 
advice.    
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     As organizational change continues to envelop both the health industry and educational 
institutions, problems are inevitable. The health industry like many other industries faces a 
critical need to upgrade the skills of thousands of industry leaders following years of reform. 
While the health industry has been slow in identifying the learning needs of its leaders, it is vital 
that ways of meeting these learning needs be found. Existing barriers need to be studied and 
solutions found to facilitate the education of the majority of health-care managers.   
9.2.3  Research question #3  
What benefits might e-learning provide in overcoming 
hindrances to effective health management education? 
This study proposes a new e-learning strategy as a key component of the new health management 
education strategy referred to in 9.2.2.  This study has examined using learning technologies to 
address the health-care management needs of skill training and knowledge sharing. With regard 
to skill training, the study found that the majority of health-care managers are already familiar 
with distance and e-learning and believe they have the computer and Internet skills for e-learning.  
Since the findings show that some health-care managers prefer face-to-face learning, a blended   
e-learning approach is proposed, with a number of variations to be considered in a blended 
model. The flexibility of a non-mandatory face-to-face component is suggested especially for 
those health-care managers in rural and remote areas of the province. The underlying principle of 
a blended learning method is to provide health-care managers with a variety of learning options, 
including classroom delivery. The e-learning option for health-care managers would give busy 
managers increased opportunities to upgrade their skills and keep up with organizational change. 
Organizational support would also be enhanced by giving learners more choice.      
     Using learning technologies for knowledge sharing would provide management newcomers 
and experts with tools to create a more interactive professional community. The findings of this 
study shows that health-care managers in British Columbia have lost a great deal of their support 
network for knowledge sharing during the reform process. Learning technologies for quicker 
access to information, greater sharing of expertise, and tests and/or refreshing skills, would 
strengthen decision-making and team building. Greater interactivity through technology would 
also give managers another option if they are using classroom networking as the sole means of 
keeping up-to-date with organizational change. Another knowledge sharing idea is to use 
technology for mentoring and coaching between older and younger managers or retired and active 
managers.   
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     However, developing a multi-level e-learning plan presents a number of challenges. A move to 
increase e-learning in the health industry may be a problem for those health-care managers who 
have problems with technology, and forty percent of study participants indicated this was the 
case. While some problems may be ameliorated through easier access to computers, increased 
computer training, infrastructure  support, or increased interactivity, realistically, not all learners 
will be comfortable with e-learning. One of the biggest challenges may be finding quality health 
management e-learning products. A global search or innovative partnerships may be required to 
achieve the quality of e-learning materials for training industry leaders. E-learning planners will 
need to be cognizant of quality and cost as they contemplate various methods in using learning 
technologies, starting from the least expensive.  All of these challenges are not insurmountable 
but will take leadership, time and resources to develop.    
     This study has shown that the e-learning strategy being proposed for the health industry of 
British Columbia already exists in other industries and jurisdictions, including some health 
industries. Many large corporations pursue an e-learning strategy as the educational path for their 
leaders, particularly in a time of rapid change and when managers reside in various locations.. 
However, the e-learning strategy being proposed is just the beginning of an educational 
movement being considered for changing and complex organizations.   
   Predictions about the future direction of  e-learning can be found in the comments of a number 
of writers. Farrell talks about an  ‘intellectual flexible learning model’ developing, in which e-
learning moves to more automated response systems that scan the text of incoming e-mail and 
respond intellectually without human intervention. Such a model would decrease the cost of 
online tuition and increase access to learning opportunities on a global scale. Farrell envisions 
learning that will be more ‘learner centered’ or ‘customer aware’, giving learners increased 
choice in the mode of delivery of their learning experience, able to access educational programs 
from anywhere, with skills and knowledge being assessed and credited towards future program 
credentials  (Farrell 2001:151). Langford and Seaborne envision e-learning systems generating 
personalized content-based learning on individual competency assessments adapted to individual 
learning styles to provide just-in-time learning (Langford and Seaborne 2003). Read feels that 
voice recognition, virtual reality, automatic language translation, improvements in handwriting 
recognition, increased user friendly interfaces (i.e pen and touch), more modeling and simulation 
activities and the use of ‘smart cards’ will become essential aspects of learning in the future  
(Read 1995:12) Vasarhely thinks that better computers will eventually take over some of the 
routine faculty monitoring of learner progress, leading to some form of cyberteachers (Vasarhely 
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and Graham 1997:4). Garson sees education becoming highly individualized, with world-
accessible records and learning tailored for each learner’s past learning experiences and styles. He 
also suggests that e-learning will replace the lecture method in courses of fifteen or more learners  
(Garson n.d.:4). Gutierrez-Diaz suggests that technologies will create a continuous learning 
environment, a twinning of academic and business excellence to build the capability and skills of 
the full workforce (Gutierrez-Diaz 2001:4). Finally, in a report from Ireland, Kelly states that the 
potential of e-learning has not yet been captured and presents the following predictions for the 
future of learning technologies:  
 Computer simulations that will allow learners to experience virtual worlds in a way that 
would be impossible or too expensive in real environments. 
 New communication tools will enable learners to collaborate in complex projects and 
ask for help from teachers and experts around the world. 
 Adaptive learning systems will accommodate differences in learner interests, aptitudes 
and background. They will act as intelligent teachers, build models of learners and 
intervene with relevant information just when needed. 
 Portable technology will facilitate flexible learning and support new learning 
environments. 
 Massive multiplayer online educational games will support creative, collaborative group 
learning. 
 Open flexible component based architecture will ensure extensive frameworks for 
developing and integrating new technologies and tools. 
 Learner data will be gathered unobtrusively as learners work on authentic practice tasks. 
 Assessments will be automatically generated from cognitive models, learning objectives 
and knowledge components. 
 Continuous measures of competence will allow learners to view learning plans and 
progress towards component skills directly relevant to their personal goal or job. 
 Motivational strategies will guide learners to activities that are either easier or more 
challenging, resulting in an appropriate depth of engagement and deep learning. 
 Learning will be embedded into the work environment providing just-in-time training 
and help at the right time.  Each learner will get just the right amount of content needed 
and spend the minimum amount of time to attain mastery. 
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 In business, training costs will be significantly reduced and the capacity to respond and 
manage change will increase (Kelly 2004:21).  
In summary, what is envisioned for the health industry is consistent with the e-learning approach 
currently being considered in different parts of the world for other industries. An e-learning 
strategy is needed in the health industry to create an interconnected  workplace and learning 
network designed to respond quickly to organizational change. This approach is one that can also 
benefit all health jurisdictions, especially those facing ongoing health reform.  
9.3 Limitations of the research 
The first challenge of this study was the scope of the topic. There was a need to describe health 
reform and its impact on the health organization and its managers, plus health management 
education as the foundation in understanding the need for e-learning for health-care managers. 
Information has been provided to capture the interconnected complexities of the topic and 
provide the rationale for e-learning as an essential learning approach for the industry.    
    The study itself had a number of limitations which were not entirely under the control of the 
researcher but nevertheless might have a bearing on the findings. The majority of survey 
respondents were from middle management, while interviews and stakeholder discussions were 
with a smaller number of senior health-care managers. Overall, the findings were from over five 
hundred health-care managers currently employed in the industry, a representative sample of the 
management group. While the survey response was low, the data did provide a perspective on the 
learning problems of  health-care managers following thirteen years of health reform. With little 
research available on health industry leadership, this thesis, in the context of British Columbia, 
provided the first empirical data supporting the skill development needs of the industry’s leaders.           
    Since all health-care managers in British Columbia did not participate in the survey, it might be 
considered another limitation. The web-based survey was limited to those managers who could be 
contacted through a group e-mail system within each health authority. Due to privacy policies, the 
web-based survey could only be implemented through a health authority representative. This 
meant that the researcher had to rely on this individual to facilitate the survey process, which in 
all but one instance worked well. The two largest health authority representatives effectively 
facilitated the survey process although they were disappointed in the low response rate. Yet, as 
noted above, the over five hundred participants in the study provided sufficient input to give 
depth to the findings on the current learning challenges of health-care managers and their views 
on e-learning.  
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     Another limitation was that the study data was mainly from health-care managers who were 
forty years and older. While typical of this aging professional group, it meant that younger 
managers were less represented. Whether this would have changed the findings, particularly the   
e-learning data, to any significant degree is uncertain. 
     In summary, the qualitative data from survey respondents, senior health-care manager 
interviews, and industry stakeholder discussions along with the quantitative data from the survey 
provided useful information on a critical learning issue in the health industry. However, 
inevitably there are a number of areas where further research is needed.   
9.4 Implications for further research 
This study has pointed out a number of areas where more research is needed such as:  
 Identifying the leadership characteristics of potential health industry leaders and in 
creating a recruitment program which originates in undergraduate programs.   
 Assessing the learning needs of health-care managers based on best practice outcomes of 
each health-care manager’s job. 
 Creating an effective education service for health-care managers in order to direct them 
to the best health management educational opportunities and to track and monitor their 
learning efforts.  
 Creating an inventory of health management educational opportunities, including                   
e-learning opportunities, available provincially, nationally and globally.  
 Developing a methodology to identify competency outcomes for health management 
education opportunities taking into account the changing management needs of the health 
organization.  
 Developing effective funding models for measuring the return-on-investment of health 
management education opportunities including e-learning opportunities.  
 Developing standards for effective mentoring and coaching methods as part of a learning 
strategy for health-care managers. 
 Studying the effectiveness of learning communities for health-care managers testing 
various learning technologies.  
 Studying and/or designing health management simulations and/or problem-solving tools 
for health management education.   
 Studying the most effective knowledge sharing technologies for the health industry. 
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 Studying the need to revise traditional management practices and introduce new 
technologies to streamline the workload of health-care managers.  
 Studying how increased autonomy might help the learning capabilities of health-care 
managers.    
9.5 Final statement 
The publicly funded health industry of British Columbia was pressured into reform because of 
reduced federal government funding and increased service demands. Three different models of 
health reform have been introduced in the past thirteen years leaving both industry stakeholders 
and the public with concerns over quality and doubts over savings. This study shows that health 
reform will continue  as the industry seeks greater efficiency and integration of services. More 
technology, privatization and new management techniques can be expected.  
     Health-care managers who have spent the past decade coping with change can expect little 
relief as further reform is already being contemplated. Decreased numbers of health-care 
managers have led to concerns over the under-management of the industry. Nevertheless, it is 
unlikely management numbers will increase, which means fewer managers will continue to be  
asked to do more with less resources. Such organizational change and complexity have led to an 
inevitable crisis in the recruitment and retention of industry leaders. One approach in addressing 
this crisis, as proposed in this study, is to provide health-care managers with an improved 
educational environment to meet their immediate and future skill training and knowledge sharing 
needs. A new, integrated, health management education strategy is proposed for British Columbia 
with a strong e-learning component. The implementation of this new strategy will require strong 
leadership and more resources to ensure that the industry has the best leaders to meet current and 
future management challenges.   
     In closing, it is good to report there is already action on this important topic. Provincial and 
federal health industry stakeholders, professional associations and education providers have been 
meeting since 2004 in discussing the leadership crisis facing the industry. In response, in the 
spring of 2005, the government of British Columbia, allocated three million dollars for a new 
health management educational initiative. Links have already been established with educators in 
the NHS management education programs in Britain. It is this researcher’s understanding that e-
learning will be considered in this new health management educational initiative.   
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Appendix A 
Descriptions/definitions of Key Study Terms  
 
Adult learners: Depending on the country, adult learners are defined as those who are twenty-
five years and older in North America, twenty-one years and older in United Kingdom and 
twenty-three years and older in Ireland (Kelly n.d.:1). The adult learners in this study, health 
care managers, at the time of the study were all employed in the health industry in British 
Columbia.  Like other adult learners, health care managers, bring a wealth of life experience 
to learning, are time conscious, highly motivated and prefer to work on specific learning 
goals. According to Kelly, adults want control of their own learning which includes locating 
appropriate resources, deciding on which learning methods to use, and evaluating their own 
progress (Kelly n.d.:2). For the purpose of this study the focus will be on adult-centered, 
work-related learning designed to increase management knowledge and skills.  
Competencies: A competency approach to management education is prevalent in many 
organizations. Health industry management competencies are defined by MacKinnon, Chow 
et al as:    
….the knowledge, skills and abilities (sometimes attitudes 
and aptitudes) needed to manage, lead and direct others, and 
help managers and executives lead others in a dynamic, ever-
changing culture of healthcare and delivery (MacKinnon, 
Chow et al. 2004:15).  
In this study, a list of fourteen competencies familiar to health care managers are used to 
obtain an understanding of the current skill needs of health care managers in today’s changing 
health industry.  
Complexity theory: Complexity and chaos theory have moved from the natural to the social 
domain and is now being presented in organizational and management studies. Rosenhead 
refers to complexity theory as: 
…..being concerned with the behaviour over time of certain 
kinds of complex systems.  The systems of interest are 
dynamic systems – systems capable of changing over time – 
and the concern is with the predictability of their behaviour 
(Rosenhead 1998:2-4).   
In such thinking, the unpredictability of systems is promoted as the best state for 
organizational creativity, growth and learning. According to complexity writers, such 
unpredictability in  
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organizations makes learning imperative (Rosenhead 1998:4). Whether health care managers 
agree or disagree with such theory, it is important for them to consider such thinking as they 
reexamine their changing and complex working environment and their need for new skills.   
Formal learning:  Hodkinson describes formal learning as “what occurs when a teacher has 
the authority to determine that people designated as requiring knowledge effectively learn a 
curriculum taken from a pre-established body of knowledge”. He characterizes such learning 
as having such features as: a prescribed learning framework, an organized learning event or 
package, the presence of a designated teacher or trainer, the award of a qualification or credit 
and the external specification of outcomes (Hodkinson 2002:7 & 8). In this study formal 
learning will be discussed with regard to the education programs provided by Health 
Authorities and Higher Education often delivered in a classroom setting under the direction of 
an instructor.   
Knowledge sharing: According to Gurteen “the creation and application of new knowledge is 
essential to the survival of almost all businesses”.  He says that  in creating a knowledge 
sharing culture, people need to work together more effectively, to collaborate and to share – 
ultimately to make organizational knowledge more productive. He says: 
If people understand that sharing their knowledge helps them 
do their jobs more effectively; helps them retain their jobs; 
helps them in their personal development and career 
progression; rewards them for getting things done (not for 
blind sharing); and brings more personal recognition, then 
knowledge sharing will become a reality(Gurteen 1999:2 & 
3). 
In this study this knowledge sharing concept is used to describe one aspect of e-learning for 
health care managers.   
Lifelong learning: According to the European Commission lifelong learning is not only 
learning from pre-school to post-retirement but also encompasses the whole spectrum of 
formal, non-formal and informal learning. It also includes “the objectives of active 
citizenship, personal fulfillment, social inclusion and employment-related aspects”. Its 
principles include “the centrality of the learner, equal opportunities and the quality of 
relevance of learning opportunities”(2001:3 & 4). In this study the concept of lifelong 
learning is primarily focused on continuous mid-career learning for health care managers.   
Managers or leaders:  As health reform has evolved, one of the main questions was whether 
the industry was in need of more managers or more leaders, and what was the difference.  The 
differences between managers and leaders is subtle, and in today’s changing environment the 
“best” learn to use management, leadership or a combination of such skills when appropriate. 
Thomas, a professor at the Harvard Business School, pointed out that “increasingly, the 
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people who are the most effective are those who essentially are both managers and leaders”.  
Blagg and Young stated that leaders are seen as those  who are good communicators, can 
distill their message however complex, remain committed despite setbacks, be trustworthy, 
able to face problems head on, and able to empower and motivate others (cited in Blagg and 
Young 2001:1). Colvard describes the differences between management and leadership as:  
Management is focused on the short-term, deals with complexity, concerned with facts, 
answers or solutions, creates policies and ensures resources are used effectively. Leadership is 
focused on the long term, deals with uncertainty; makes decisions, and focuses on 
effectiveness and provides vision (Colvard 2003:1). In this study it is not either management 
or leadership, but a combination of skills which each health care leader/manager needs in 
order to provide quality health care services within a changeable environment. Thus, 
management and leadership are regarded as a continuum of the skills needed by all health 
care managers.   
Non-formal learning: Hodkinson describes non-formal learning as occurring when learners 
opt to acquire further knowledge or skill by studying voluntarily with a teacher who assists 
their self-determined interests, by using an organized curriculum, as in the case in many adult 
education courses and workshops (Hodkinson 2002:8). In this study education programs 
provided in the health organizations (i.e. in-service, workshops and seminars) are considered 
non-formal education. No academic credit is usually provided for such learning. 
Organizational change: The concept of organizational change, according to McNamara, 
when used in business and management literature usually refers to planned, organization-wide 
change. He says that a common form of organization change  is downsizing (sometimes 
called “restructuring” or “rightsizing”). Another common form is to outsource major 
functions, that is, to hire another organization(s) to carry out the functions (McNamara 1999:1 
& 2). In this study organization change is focused on change occurring in health organizations 
in British Columbia.  
Organizational learning: Smith describes ‘organizational learning’ as the “activity and the 
process by which organizations eventually reach the ideal of a learning organization. Learning 
organizations are described as “organizations where people continually expand their capacity 
to create the results they truly desire, where new and expansive patterns of thinking are 
nurtured, where collective aspiration is set free and where people are continually learning to 
see the whole together”(Smith 2001:2 & 3).  Schon, who links increasing change with the 
need for learning, notes:  
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The loss of the stable state means that our society and all of 
its institutions are in continuous processes of transformation. 
We cannot expect new stable states that will endure for our 
own lifetimes. 
We must learn to understand, guide, influence and manage 
these transformations. We must make the capacity for 
understanding them integral to ourselves and to our 
institutions. 
We must, in other words, become adept at learning. We must 
become able not only to transform our institutions, in 
response to changing situations and requirements; we must 
invent and develop institutions which are ‘learning systems’, 
that is to say, systems capable of bringing about their own 
continuing transformation(cited in Smith 2001:2)      
In this study it is this organizational learning concept which underlies the proposed e-learning 
strategy for health care managers.   
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Appendix B 
A Comparison of Management Competency Lists  
Topics  This 
Study  
CCHSE IHA US Vets Banff  
Leadership Leadership X X    
 Governance & Management X  X   
Environment Change & Complexity X     
 Environmental & Risk Management X     
 Political & Environmental Awareness  X    
 Futuring     X 
Quality Quality Improvement X     
 Customer Service    X  
 Consumer/Customer Relations  X    
 Compliance to standards  X    
Resources Resource Management  X    
 Human Resource Management X     
 Contract Management X     
 Conflict Management X  X   
 Financial Analysis X     
Relationships Interpersonal Effectiveness    X  
 Building Bonds   X   
 Aligning People to Action     X 
Implementation Project Management X     
 Results management  X    
Evaluation Evaluating Management Plans X     
Technical  Evidence-based Management  X     
 Use of statistics X     
 Communications & IT X X X   
 Technical Competency   X X  
Accountability Organizational 
Stewardship/Accountability 
   X  
Cognitive  Conceptual Skills  X    
 Flexibility/Adaptability   X X  
 Creative Thinking    X  
 Systems Thinking    X  
 Sense Making     X 
 Developing Intelligent Action     X 
Personal 
Awareness 
Emotional Self-awareness   X   
 Accurate Self-Awareness   X   
 Self-Confidence   X   
 Personal Mastery    X  
 Self Mastery     X 
 
 
 
      
Learning Lifelong learning  X    
 Developing Others   X   
 Adaptive Learning     X 
Appendix B   388 
 
Appendix  B (continue) 
 
Personal 
Awareness 
Emotional Self-awareness   X   
 Accurate Self-Awareness   X   
 Self-Confidence   X   
 Personal Mastery    X  
 Self Mastery     X 
Learning Lifelong learning  X    
 Developing Others   X   
 Adaptive Learning     X 
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Appendix C 
 British Columbia: Higher Education Management Programs 
 
Higher Education Management Programs Comments
Bachelor of Technology in 
Management - Health 
Specialty
Courses include: communication, building relationships, health 
care law, labour relations, health care systems, leadership roles, 
teamwork, change management, resource management, financial 
& operational performance. 
Certificate: 
Health Care Management 
Level 1
Health care focus with courses in organizational behaviour, human 
resource management, labour relations, financial planning, conflict 
management, manageing change , team building, leadership, 
management principles & coaching skills.
Certificate: 
Health Care Management 
Level 2
Health care focus with coursese in information systems, 
health care law, quality management, an integrative project and 
continuation of Level 1 topics.   
Certificate: 
Health Care Quality
Management
Health care focus to help manage & lead quality improvement 
initiatives. Courses include: project management, teams and 
innovation & technology change. 
Advanced specialty certificate: Health 
Informatics 
Technology Management 
Health informatics & technology management focus.
MBA 
MBA International
Bachelor of Business 
Administration
Courses concentrate on: accounting, e-management, financial 
services, management & marketing 
Diploma in Business 
Administration
Courses include: finances, computer application, marketing, 
organizational behaviour, microeconomics. E-management, 
management, 
Diploma: Continuing Health Care 
Administration  
Courses include: policies & issues in health care, managing, HR, 
accounting, legal & ethical issues, nutrition, gerontology, quality 
assurance, and accounting.. A residency requirement. 
Certificate in Business 
Management
Courses include: microeconomics, accounting, management, & 
marketing
MBA in Executive Management with 
specialization in 
*Leadership 
*Education Administration
*Global Aviation Management
*Management Consulting
MBA in Human resource 
Management
Certificate: Human Resource 
Management 
Certificate: Contract 
Management 
Certificate: Project 
Management 
Prior to entering, students must complete an 8 week Management 
Foundation Program. Courses include: finances, HR, strategic 
management, marketing, operations management, information 
systems, leadership, complexity and managing knowledge.
Royal Roads 
University
Health Care Managers are directed towards a tailored 'Leadership 
& Training' MBA Program. The program takes in 30 students/yr. 
Courses include: learning communiyt, change, leadership, systems 
thinking, community leadership, leadership & consultancy, learning 
theory, resolving conflicts, shared vision, sustainability.  Includes a 
major project. 
British Columbia 
Institute of 
Technology 
(BCIT)
Malaspina 
University-
College
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PhD Program
Executive MBA
MBA programs
*Global Asset & Wealth 
 Management
*Management of 
 Technology
*International Business
*Leadership & 
 Organizational Change
*Marketing
Graduate Diploma in Business 
Administration
MBA programs with specialization in:
*Entrepreneurship
*Finance
*Information Technolofy & 
Management
*Marketing
*Organizational Behaviour & Humen 
Resources
*Strategic Management
*Supply Chain Management
MBA Sub-specialization in
*e-business
*International Business
Master of Management (MM) 
 with specialization in:
*Management Information 
 Systems
*Operational Research
*Transportation & Logistics
MBA with specialization in:
*Entrepreneurship
*Service Management (? Nothing on 
web)
*International Business & Management
Diploma in Buisness Adminsitration 
(DBA)
Certificate in Business Adminsitration 
(CBA)
The School of Public Administration 
offers:
*Master in Public Administration 
(MPA)
*Diploma programs in Public Sector & 
Local Government Management
Certificate in Public Management
Bachelor of Business Administration 
(Concentration
 in Management) with courses in
*Computer Information Systems
*General Business
*Public Sector Management
*Technology Management
Designed for students in a supervisory or management position. 
Courses include: economics, accounting, marketing, organizational 
behaviour, industrial relations, business law, business policy, 
management principles etc. 
Advanced Diploma in 
Management
Diploma in Management 
Studies
Advanced Certificate in 
Management
Certificate in Management 
Studies
Mainly designed for the business community.
Mainly designed for the business community.
Designed for those working in government jobs.
Courses include: business mathematics, communications, 
accounting, information technology, marketing, &  general 
business. Includes a residency requirement.
Open Learning 
Agency
Specialist MBA programs designed for Business & Commerce 
undergraduates. Also includes a residency requirement & a 
Candidacy exam.
Simon Fraser
University
The University of 
British Columbia
University of 
Victoria
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Diploma: Business Administration with 
specialization in:
*Hotel & Restaurant Management
*Human Resource Management
*Public Administration
Certificate:  Business 
 Management +
 Dispute Resolution at  Work
Professional Accounting 
College of the 
Rockies
Certificate: Leadership Skills 
in Management
Coursese include: effective selling, HR, communications, 
leadership, 
Bachelor of Business 
Administration
Diploma in Business 
Administration with 
specialization
Diploma: Business 
Management
Diploma: Financial Services 
Studies
Citation Program: Financial 
Services
Certificate: General Business
Certificate: New Venture 
Management
Degree: Business Administration 
Diploma: Business Administration 
Certificate: Business Administration
Degree: Business Administration 
Diploma: Business Administration 
Certificate: Business Administration
Selkirk College Diploma: Business Administration -
Management
Specailities in Accounting/Finance or Professional Management
Bachelor of Business Administration  
with options in:
*Accounting
*Financial Services
*Hospitality Management
*Human resource Management
*Management
*Marketing
*Revenue Management
*General Studies
Diploma in Business Administration
Diploma: Business 
Administration 
Includes such coursese as: accounting, community development, 
computing systems, organizational behaviour, leadership & 
problem solving, technical communications, marketing ,economics 
and buisness law.
Certificate: Business Administration Similar courses as in diploma.
Designed for the retail & hospitality markets. 
Courses include: accounting, finance, management, marketing & 
tourism management.
Douglas College
Kwantlen
University 
College
Courses include: small business management, management, 
supervisory, business law, HR management, business statistics, 
enterprise management, business planning, business law,  labour 
relations,  
Courses include: accounting, finance, strategic management, 
marketing 
Capilano College
Nicola Valley Institute 
of 
Technology
Courses include: organizational behaviour, negotiations, business 
law, management, business planning, international business, 
economics, accounting, marketing, statistics, HR and information 
management. 
Camosun College
Okanagan University 
College
Courses include: accounting, organizational behaviour, human 
resources, labour relations, tourism, international business, and 
electronic commerce, 
Northwest 
Community 
College
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Justice Institute of
BC (JIBC)
Courses for executives 
& senior managers
Include such topics as:building relationships, managing difficult 
conversationsmanaging conflict & leadership for the real world.
Langara College
College of New 
Caledonia
North Island 
College
Northern Lights 
College 
University College 
of the Cariboo
University College 
of the Fraser Valley
University of 
Northern BC
Vancouver 
Community 
College
No business or management 
programs
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 British Columbia: Higher Education Management Programs 
 
Higher Education Management Programs Comments
Bachelor of Technology in 
Management - Health 
Specialty
Courses include: communication, building relationships, health 
care law, labour relations, health care systems, leadership roles, 
teamwork, change management, resource management, financial 
& operational performance. 
Certificate: 
Health Care Management 
Level 1
Health care focus with courses in organizational behaviour, human 
resource management, labour relations, financial planning, conflict 
management, manageing change , team building, leadership, 
management principles & coaching skills.
Certificate: 
Health Care Management 
Level 2
Health care focus with coursese in information systems, 
health care law, quality management, an integrative project and 
continuation of Level 1 topics.   
Certificate: 
Health Care Quality
Management
Health care focus to help manage & lead quality improvement 
initiatives. Courses include: project management, teams and 
innovation & technology change. 
Advanced specialty certificate: Health 
Informatics 
Technology Management 
Health informatics & technology management focus.
MBA 
MBA International
Bachelor of Business 
Administration
Courses concentrate on: accounting, e-management, financial 
services, management & marketing 
Diploma in Business 
Administration
Courses include: finances, computer application, marketing, 
organizational behaviour, microeconomics. E-management, 
management, 
Diploma: Continuing Health Care 
Administration  
Courses include: policies & issues in health care, managing, HR, 
accounting, legal & ethical issues, nutrition, gerontology, quality 
assurance, and accounting.. A residency requirement. 
Certificate in Business 
Management
Courses include: microeconomics, accounting, management, & 
marketing
MBA in Executive Management with 
specialization in 
*Leadership 
*Education Administration
*Global Aviation Management
*Management Consulting
MBA in Human resource 
Management
Certificate: Human Resource 
Management 
Certificate: Contract 
Management 
Certificate: Project 
Management 
Prior to entering, students must complete an 8 week Management 
Foundation Program. Courses include: finances, HR, strategic 
management, marketing, operations management, information 
systems, leadership, complexity and managing knowledge.
Royal Roads 
University
Health Care Managers are directed towards a tailored 'Leadership 
& Training' MBA Program. The program takes in 30 students/yr. 
Courses include: learning communiyt, change, leadership, systems 
thinking, community leadership, leadership & consultancy, learning 
theory, resolving conflicts, shared vision, sustainability.  Includes a 
major project. 
British Columbia 
Institute of 
Technology 
(BCIT)
Malaspina 
University-
College
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PhD Program
Executive MBA
MBA programs
*Global Asset & Wealth 
 Management
*Management of 
 Technology
*International Business
*Leadership & 
 Organizational Change
*Marketing
Graduate Diploma in Business 
Administration
MBA programs with specialization in:
*Entrepreneurship
*Finance
*Information Technolofy & 
Management
*Marketing
*Organizational Behaviour & Humen 
Resources
*Strategic Management
*Supply Chain Management
MBA Sub-specialization in
*e-business
*International Business
Master of Management (MM) 
 with specialization in:
*Management Information 
 Systems
*Operational Research
*Transportation & Logistics
MBA with specialization in:
*Entrepreneurship
*Service Management (? Nothing on 
web)
*International Business & Management
Diploma in Buisness Adminsitration 
(DBA)
Certificate in Business Adminsitration 
(CBA)
The School of Public Administration 
offers:
*Master in Public Administration 
(MPA)
*Diploma programs in Public Sector & 
Local Government Management
Certificate in Public Management
Bachelor of Business Administration 
(Concentration
 in Management) with courses in
*Computer Information Systems
*General Business
*Public Sector Management
*Technology Management
Designed for students in a supervisory or management position. 
Courses include: economics, accounting, marketing, organizational 
behaviour, industrial relations, business law, business policy, 
management principles etc. 
Advanced Diploma in 
Management
Diploma in Management 
Studies
Advanced Certificate in 
Management
Certificate in Management 
Studies
Mainly designed for the business community.
Mainly designed for the business community.
Designed for those working in government jobs.
Courses include: business mathematics, communications, 
accounting, information technology, marketing, &  general 
business. Includes a residency requirement.
Open Learning 
Agency
Specialist MBA programs designed for Business & Commerce 
undergraduates. Also includes a residency requirement & a 
Candidacy exam.
Simon Fraser
University
The University of 
British Columbia
University of 
Victoria
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Diploma: Business Administration with 
specialization in:
*Hotel & Restaurant Management
*Human Resource Management
*Public Administration
Certificate:  Business 
 Management +
 Dispute Resolution at  Work
Professional Accounting 
College of the 
Rockies
Certificate: Leadership Skills 
in Management
Coursese include: effective selling, HR, communications, 
leadership, 
Bachelor of Business 
Administration
Diploma in Business 
Administration with 
specialization
Diploma: Business 
Management
Diploma: Financial Services 
Studies
Citation Program: Financial 
Services
Certificate: General Business
Certificate: New Venture 
Management
Degree: Business Administration 
Diploma: Business Administration 
Certificate: Business Administration
Degree: Business Administration 
Diploma: Business Administration 
Certificate: Business Administration
Selkirk College Diploma: Business Administration -
Management
Specailities in Accounting/Finance or Professional Management
Bachelor of Business Administration  
with options in:
*Accounting
*Financial Services
*Hospitality Management
*Human resource Management
*Management
*Marketing
*Revenue Management
*General Studies
Diploma in Business Administration
Diploma: Business 
Administration 
Includes such coursese as: accounting, community development, 
computing systems, organizational behaviour, leadership & 
problem solving, technical communications, marketing ,economics 
and buisness law.
Certificate: Business Administration Similar courses as in diploma.
Designed for the retail & hospitality markets. 
Courses include: accounting, finance, management, marketing & 
tourism management.
Douglas College
Kwantlen
University 
College
Courses include: small business management, management, 
supervisory, business law, HR management, business statistics, 
enterprise management, business planning, business law,  labour 
relations,  
Courses include: accounting, finance, strategic management, 
marketing 
Capilano College
Nicola Valley Institute 
of 
Technology
Courses include: organizational behaviour, negotiations, business 
law, management, business planning, international business, 
economics, accounting, marketing, statistics, HR and information 
management. 
Camosun College
Okanagan University 
College
Courses include: accounting, organizational behaviour, human 
resources, labour relations, tourism, international business, and 
electronic commerce, 
Northwest 
Community 
College
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Justice Institute of
BC (JIBC)
Courses for executives 
& senior managers
Include such topics as:building relationships, managing difficult 
conversationsmanaging conflict & leadership for the real world.
Langara College
College of New 
Caledonia
North Island 
College
Northern Lights 
College 
University College 
of the Cariboo
University College 
of the Fraser Valley
University of 
Northern BC
Vancouver 
Community 
College
No business or management 
programs
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 Executive Summary  
Management Education Needs and Delivery Options for Health Care 
Managers 
 
In the Spring of 2004, the six Health Authorities in British Columbia (BC) were 
approached to participate in a web-based PhD research ‘Management Education Needs and 
Delivery Options for Health Care Managers’ survey.   
2,930 health care managers were contacted by e-mail, and 458 (15.6%) responded. The 
majority of respondents were female (73%), over 45 years of age (71%), had an 
undergraduate degree (77%), had a post-graduate degree (53%) had taken a management 
course in the last three years (80%), and were from the program/unit level of management 
(60%).  
Respondents provided information on the following:   
Competencies: Of the 14 competencies identified in the survey, a majority of respondents did 
not have training in 8 which were; evidence-based management, governance and policy 
development, evaluating management plans, environmental and risk management, financial 
analysis, project management, contract management and use of statistics. In-service and/or 
seminars/workshop programs were common sources of skill training for many managers.   
Why management courses are not meeting current needs: Respondents indicated that some 
management courses were outdated, were not at a high enough level, did not address their 
learning style, were not practical, were not specific to the health industry, were not keeping 
pace with change, and newly acquired skills were not used quickly enough.  
Competency education in the next 24 months: A prioritized competency list is provided with 
the following top three topics: evidence-based management, change and complexity and 
financial analysis. This prioritized list and additional competencies provides an insight into 
the current skill needs of managers.  
Distance and online education: The majority of respondents have had experience with 
distance education, and females and those under 41 had the most experience with online 
learning. Those familiar with online learning identified the three main advantages to be 
convenience, flexibility and accessibility. The majority of respondents indicated they had the 
requisite computer and internet skills to study online.  
Reasons why online education was not chosen:  Respondents identified such reasons as 
preferring a different education delivery option, technology issues, and 47% were either 
unaware of such courses or never though of it.   
Credit for experience and education:  The majority of respondents want academic credit for 
their experience and study.  
The issues identified: 
 Succession management: With 71% of the respondents in this survey over 45 years of age, 
the need for succession planning throughout the health industry is considerable.   
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Time and incentives:  To retain the current managers and attract new managers into 
leadership positions, efforts are needed to free up management time for education and to 
provide incentives to encourage managers to pursue further education.   
Speed of change:  Change and complexity of the working environment are increasing the 
obsolescence of knowledge and skills and new expectations are demanding more multi-skilled 
managers.   
Health industry focused: With ongoing change and complexity in the health industry, 
education courses should have a corporate health industry focus on service and client needs. 
This is not always evident in programs provided outside the Health Authority.   
Choice in learning:  In education, managers should have access to education assessment and 
counseling services and have options in deciding their education path and delivery method. A 
greater number of management online programs should be made available for managers.  
Corporate education initiative: To consolidate all education and raise its profile the concept 
of a corporate university or a new partnership between health and higher education, should be 
explored with leadership education being its flagship program.  
 
Leadership education in the health industry needs to change. Managers, and those  
responsible for management activities, at all levels within the corporation, need to have an 
educational environment which supports their learning objectives, encourages their efforts 
and provides them with a variety of education options.  
To maximize the education effort, programs should have a health industry focus, provide 
outcome assurances of practical skills, store project and research information in a database for 
easy access by managers, and managers should decide what operational research should be 
undertaken.    
The health industry must act now to address its future leadership needs. 
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B.C. Health Management Education Survey 
 
Dear Health Care Manager; 
 
The purpose of this web-based survey is to assess the level of management 
education health care managers in BC have already received and determine what is 
needed to meet their new responsibilities which have emerged from recent 
organizational changes. 
 
This survey is being conducted as part of a PhD thesis for Sally Robertson, a resident 
of BC, under the supervision of Dr. Matthew Allen of Curtin University of Technology, 
Perth, Australia. The data obtained is intended to provide a management education 
profile for human resource planning at both the provincial and health authority levels. 
 
This web-survey should take about 20 minutes. 
 
Each participant will receive the dedicated web site address with their e-mail 
invitation. Each response is completely anonymous. The survey data, submitted 
directly to the external website, will be sent to the researcher's computer and 
imported into a survey software database. No participant's name is recorded. No one 
will see your survey response. The data will be collected and analyzed by the 
researcher and stored in the researcher's database and at Curtin University of 
Technology for 5 years. Only the researcher and Curtin University will have access to 
this information.  
 
By completing and returning this survey, it is assumed the participant is giving full 
consent. 
 
Should you require any further information on the survey, you can contact Sally 
Robertson at merwbc@shaw.ca. 
 
This study has been approved by the Curtin University Human Research Ethics 
Committee. If needed, verification of approval can be obtained by writing to the Curtin 
University Human Research Ethics Committee c/o Office of Research and 
Development, Curtin University of Technology, GPO Box U1987, Perth, 6845 or 
through the internet at http://research.curtin.edu.au/ethics/ethics.htm1#HREC  
 
Management Role & Demographics  
In questions 1-5 we are seeking basic demographic information. 
 
1. For which Health Authority do you currently work? 
  Vancouver/Coastal 
  Vancouver Island 
  Fraser 
  Interior 
  Northern 
  Provincial Services 
  Other 
 
2. What is the postal code of your work site?  
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 ___________________________________ 
 
3. What is your current management level? 
  Executive 
  Regional 
  Program/Unit 
  None of the above 
 
4. What is your age group? 
  25 years and under 
  26-30 
  31-35 
  36-40 
  41-45 
  46-50 
  51-55 
  56+ 
 
5. What is your gender? 
  Male 
  Female 
 
Prior Education 
In questions 6-8, we want to identify the area(s) where you have acquired formal 
bachelor, master's, PhD or other qualifications. 
 
6. In this question we would like you to identify your basic undergraduate degree 
(or your first degree) area of study.  
  No degree 
  Arts 
  Science 
  Nursing 
  Laboratory technology 
  Nutrition 
  Management  
  Medicine 
  Pharmacy 
  Social Work 
  Rehabilitation (Physiotherapy or Occupational Therapy) 
  X-Ray technology 
  Education 
  Business, commerce or administration 
  Public Administration 
  Mathematics 
  Computer Science 
  Engineering 
  Other ___________________________________ 
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7. If you have a higher qualification at the master's or PhD level, select from the list 
below the one which best describes your area of study. If this does not apply to you, 
go to Question 8. 
  Arts 
  Science 
  Nursing 
  Nutrition 
  Medicine 
  Pharmacy 
  Social Work 
  Rehabilitation (PT or OT) 
  Education 
  Business, commerce or administration 
  Public Administration 
  Mathematics 
  Computer Science 
  Engineering 
  Other ___________________________________ 
 
8. When was your last management education course. (This could include  
in-service training) 
  In the last 12 months 
  In the last 2 years 
  In the last 3 years 
  In the last 4 years 
  More than 7 years 
  Never 
 
Management Skills 
Questions 9-11 list competencies that reflect health care management job descriptions. 
Sources referred to in creating this list are some of the Canadian Council on Health 
Services Accreditation (Achieving Improved Measurement: AIM) standards, used to 
assess Health Authorities, and the professional competencies identified by the 
Canadian College of Health Service Executives for leaders in health service 
organizations. 
 
9. In this question, we would like you to to identify the learning formats you used to acquire 
the management competencies specified below. Competencies are the knowledge, skills and 
attitudes which enable personnel to carry out their tasks with maximum effectiveness. 
 
Definitions & Instructions 
1) No course - If you have not taken any management education courses, click the first button 
'no course' for each competency identified. 
2) Highest level - Identify the highest level of learning for each competency identified.. 
3) Inservice - A program of planned educational activities designed to increase the competencies 
needed by personnel in the performance of their professional responsibilities and usually 
provided by the organization in which they are employed.  
4) Workshop/Seminar- A brief intensive course for a small group which usually emphasizes 
problem solving and is not part of a formal program of education. 
5) Degree - Refers to an undergraduate degree. 
6) Postgrad - Refers to a postgraduate Master and/or PhD degrees or other postgraduate study. 
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Evidence-based Management 
Use of Statistics 
Communications & IT Use 
Governance & Policy Development 
Leadership Skills 
Conflict Management 
Change & Complexity 
Evaluating Management Plans 
Environmental & Risk Management 
Quality Improvement 
Human Resource Management 
Financial Analysis 
Project Management  
Contract Management  
 No course 
 Inservice 
 Workshop/<br>Seminar 
 Certificate 
 Diploma 
 Degree 
 Postgrad 
 
10. Can you briefly explain why any management course(s) you have taken has not 
helped you in your current management role? 
 ______________________________________________________ 
 ______________________________________________________ 
 ______________________________________________________ 
 
11. How would you rate your current competency level with regard to the management skills 
identified below. 
Rate your skill level on a scale of 1-5, where 1 is poor and 5 is excellent.  
Evidence-based Management 
Use of Statistics  
Communications & IT Use 
Governance & Policy Development 
Leadership Skills 
Conflict Management 
Change & Complexity 
Evaluating Management Plans 
Environmental & Risk Management 
Quality Improvement 
Human Resource Management 
Financial Analysis 
Project Management 
Contract Management 
 1 <br> (poor) 
 2 
 3 
 4 
 5 <br> (excellent) 
 
12. In reviewing the list of competencies we've just been using, please state one 
additional competency that you believe is essential for health care management 
that was not included in the above list. (Leave this blank if you think the list is 
complete).  
 ______________________________________________________ 
 
Management Education Required Now 
 
13. In this item, we wish you to identify the education courses which would best meet your 
present management needs. Please check the three (3) most important competencies in the 
following list which you believe you will need to study in the next 24 months.  
  Evidence-based Management 
  Use of Statistics  
  Communications and IT Use 
  Governance & Policy Development 
  Leadership Skills 
  Conflict Management 
  Change & Complexity 
  Evaluating Management Plans 
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  Environmental & Risk Management 
  Quality Improvement 
  Human Resource Management 
  Financial Analysis 
  Project Management 
  Contract Management 
  Other ___________________________________ 
 
Education Delivery 
 
In questions 14-20, we are seeking your preference regarding the way education 
courses are delivered.  
 
14. Have you ever taken a distance learning course?  
If your answer is 'no', skip to Question 16.  
  Yes 
  No 
  Don't know 
 
15. If yes, would you be interested in taking another distance learning course?  
  Yes 
  No 
  Don't know 
 
In questions 16-20 the word 'Internet-based' is used to describe any kind of web-based , 
computer assisted and/or online learning.  
 
16. Are you now, or have you ever, participated in an internet-based education 
course? If your answer is 'no', skip to Question 19. 
  Yes 
  No 
  Don't know 
 
17. If yes, list 1 to 3 advantages you found in taking an Internet-based course?   
 ______________________________________________________ 
 ______________________________________________________ 
 ______________________________________________________ 
 
18. If yes, what do you regard as the MAIN advantage of Internet-based learning? 
 
 ______________________________________________________ 
 
If you answered questions 16 to 18, skip question 19. 
 
19. If you answered 'no' to question 16, indicate why you have not considered an 
Internet-based course? Select all that apply. 
  Never thought of it 
  Do not have a home computer 
  Cannot get enough time on the home computer for studies 
  Do not like to use the internet to study 
  Prefer face-to-face learning situations 
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  Don't like studying alone 
  Not adept at using the computer 
  Not adept at using the internet 
  Unaware of what internet courses are available 
  Other ___________________________________ 
 
20. If an Internet-based course was available do you think you have the computer 
and internet skills to study online? 
  Yes  
  No 
  Don't know 
 
21. In this question, we want you to consider the difference between three types of 
educational delivery: classroom-based learning, paper-based distance learning and Internet-
based learning. For each of the learning features identified, for each delivery style, rate your 
perception from poor (1) to excellent (5).  
Classroom-based Learning- Learning in an instructional space for group education by an 
instructor. 
Paper-based Distance Learning - Distance learning takes place with a separation of the 
instructor and student by space and/or time. In this instance distance learning is being 
considered without Internet linkages. 
Internet-based Learning - Internet-based learning, in this case, is taken to mean learning 
primarily involving the Internet, with only minimal paper or classroom learning.  
 
 Classroom 
Learning 
Distance <br> 
Learning 
Online <br> 
Learning 
Course choices 
tailored to the 
learner 
Course duration 
tailored to the 
learner 
Course 
accessible when 
needed 
Registration is 
flexible 
Course 
guidelines are 
clearly stated 
Opportunities for 
evaluation of 
progress 
Pace of course 
is tailored to 
learner 
Technology 
aspects easy to 
learn 
Group work for 
learning 
Assignments are 
clear 
Reading /other 
resources easy 
to access 
Good 
discussion/intera
ction with other 
students 
Instructor access 
 1 
 2 
 3 
 4 
 5 
 1 
 2 
 3 
 4 
 5 
 1 
 2 
 3 
 4 
 5 
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is flexible & 
timely 
 
Miscellaneous 
In questions 22-25, we would like to get your opinion on academic credit and how your 
education needs have changed.  
 
22. Do you think that you should receive academic credit for your years of 
professional experience in the health system? 
  Yes 
  No 
  Don't know 
 
23. Do you think that certain educational programs, provided through in-service, 
workshops, or certificate means, should provide credit towards a higher degree 
qualification? 
  Yes  
  No 
  Don't know 
 
24. In what ways have the educational needs of health care managers changed with 
health industry reorganization and/or the formation of larger areas of responsibility? 
Check all that apply. 
  No change has occurred  
  Competencies are not clearly defined 
  Former skills are obsolescent 
  New skills are needed quickly 
  Stressful environment makes learning difficult 
  Managers are more responsible for their own education 
  Life long learning has become necessary 
  Other ___________________________________ 
 
25. Are there any other comments you would like to add regarding management 
education? 
 ______________________________________________________ 
 ______________________________________________________ 
 ______________________________________________________ 
Thank you for completing the survey. 
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Senior Management Interview List of Participants 
 
Health Industry 
1. Pat Doyle, Chief Human Resource Officer,  Interior Health Authority, British 
Columbia, Canada 
2. Geoffrey Crampton, Vice President, Human Resources and Organizational 
Development, Fraser Health Authority, British Columbia, Canada 
3. Murray Ramsden, Chief Executive Officer, Interior Health Authority, British 
Columbia, Canada 
4. Glen Colwill, Regional Director of Human Resources, Vancouver Island 
Health Authority, British Columbia, Canada  
5. Grace Hodgins, Corporate Director, Learning & Development, Provincial 
Health Services Authority, British Columbia, Canada 
6. Tony DeCastro, Consultant, People Development,  Fraser Health Authority, 
British Columbia, Canada 
7. Barbara Suen, Director Laboratories, Royal Columbia Hospital, Fraser Health 
Authority, British Columbia, Canada 
8. Sharon Davalovsky, Regional Manager, Preventive Public Health, Northern 
Health Authority, Northern Interior Health Unit, British Columbia, Canada  
9. Joan Prociuk, Regional Director of Learning & Development, Vancouver 
Coastal Health Authority,  British Columbia, Canada  
10. Norma John, Regional Coordinator, Northern Nursing Strategy, Northern 
Health Authority, British Columbia, Canada 
11. Pat Ryan, Chief Information Officer, Interior Health, British Columbia, 
Canada 
12. Maureen Thomson, Director of Patient Services, Interior Health, British 
Columbia, Canada 
13. Geoff Rowlands,  Assistant Deputy Minister, Planning and Innovation, 
Ministry of Health Services, British Columbia, Canada  
 
Health Industry/Education 
1. Terri Conway, Manager of Organizational Development and Learning, 
Vancouver Island Health Authority, British Columbia, Canada   
2. Helen Lingham, Senior Consultant, Organization Development, Fraser Health 
Authority, British Columbia, Canada 
3. Dianne Goossens, Leader in Organization Development, Interior Health 
Authority, British Columbia, Canada 
4. Katherine Graham, Corporate Practice Leader, Learning & Development,  
Provincial Health Services Authority, British Columbia, Canada 
5. Peter Martin, Manager of Education, Northern Health Authority, British 
Columbia, Canada 
 
 
Appendix F  403 
Higher Education 
1. Dr. Eric Sandelands,  Dean, Canadian School of Management, Toronto, 
Canada 
2. Ken Sekhon, Acting Chair of E-Business & Information Management 
Department  Camosun College, British Columbia, Canada   
3. Dr. Graham Dickson,  Executive Director, Leadership Development, Royal 
Roads University, Victoria, British Columbia, Canada 
4. Dr Doug Shale, Director of the Office of Institutional Affairs,  University of 
Calgary, Alberta, Canada 
 
Appendix G  404 
Appendix G 
 Senior Management Interview Questions 
 
 What do you regard as the three essential management skills in today’s health care 
industry?  
 Do you think health care managers are coping well and are they resilient enough in 
this changing environment?  
 Do you think there has been sufficient education and/or support for managers 
assuming new management portfolios?  
 Do you think managers should have any management education before being 
appointed to a management position?;  
 Would there be any value in health care managers having a certificate, diploma or 
degree in management?  
 What do you think are the main barriers for managers in pursuing additional 
management or professional education? 
 Do you think health care managers would be interested in online learning?  
 Have you ever taken an online course, and if so did you enjoy it?  
 What types of topics or courses do you think would be best suited to online delivery?  
 Do you think there is adequate funding for management education?  
 What do you see as the top management priorities in the next 3-5 years?  
 Is your health authority planning any new education strategies for managers?    
 Do you  have any further comments on management education in today’s health 
environment?   
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 Health Care Manager Learning Needs  
 
 
 
Global/demographic Changes
Increased knowledge The knowledge society & health care
Service competition Globalization of health services
Global demand for health human resources
Global business strategies
Terrorism Emergencies & service delivery
Pandemics Global coordination of health services
Increased aging population Restructuring services for an aging population
Increased chronic illness Equity in chronic disease management
Public Policy Shift
Politics & public services Politics & health policy
Shifting views on the welfare state
Trends & shifts in health delivery policy 
Public service administration
Canadian & other country health insurance systems
Decreased funding for health Federal/provincial funding arrangements
BC Funding arrangements with the HAs
Population-based funding strategies
Economics of health services
Understanding public system limitations
Doing more with less 
Health industry financial management
Financial Analysis(*)
Accounting principles
Outsourcing of services
Public /private service coordination
Contract management (*)
New funding sources (fund raising)
Effects of funding decisions on service delivery
Health Authority budgeting process
Regionalization Regionalization & other reform processes
Decentralized/centralized service models
Health reform in other countries
Governance & policy management (*)
Creating effective Boards
Working with regional Boards
New ventures in service delivery
Legislation Regulations & health service delivery
Checks & balances in the health system
Legal Legal aspects of service delivery
Security issues in health delivery
Ethics Ethical decisions in service delivery
HI Change Health Care Manager Learning Needs
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Increased community 
involvement in health planning Communication skills(*)
Political skills in dealing with various community groups
Community planning skills
Media relations
Health as a Business 
Systems thinking
Strategic planning
Service delivery (general) Shared vision in service delivery
Seamless service delivery
Effective service delivery strategies
Management of regional services 
Managing service disruptions & bottlenecks
Working smarter in service delivery
Increased evidence for decisions Evidence-based management (*) 
Use of statistics in decision-making (*)
Information management Understanding information systems 
Managing information system
How to effectively manage information 
Creating integrated computer systems for 
health service delivery
More business plans Writing a business proposal
How to create & maintain a business plan
Writing annual service management plans
Evaluating management plans (*)
Understanding marketing in health care
Corporate management  Strategic management
Effective Board management
Leadership skills (*)
Measuring effective leadership
Effective Board presentations 
Public relations skills
Fund-raising skills
Increased accountability Creating standards in service delivery 
Quality improvement & reporting (*)
Best health service practices 
Performance measurement strategies
Assessing outcome accountability
New partnerships Working in a public/private environment
Identification of new partnerships
How to negotiate & work with new partners
Negotiating skills
Competition in health care
Customer relations Client- focused care
Service needs of BC cultures 
Environmental factors Environmental & risk management (*)
Safety issues in health care
Managing health hazards
Transportation in service delivery
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Organizational Change
Social change & complexity
Change  & complexity in health care (*)
How to forecast health industry change
How to deal with the speed of change
Management theory
How to manage health industry complexity 
Organizational theory
Strategies for greater resiliency to change
How to implement change while providing 24/7 service delivery
General resources Supply chain management
Equipment & supply management
Inventory management & controls 
Equipment funding initiatives
Hotel service management (dietary, 
housekeeping, laundry)
Maintenance of regional facilities
Changes in human resources Human resource management (*)
Recruitment & retention of health personnel
How to work with fewer human resources
Innovative human resources concepts
Team management
Relationship building
Effective use of consultants
Effective use of volunteers & other groups
Use of performance indicators
Decreased management support Conflict management (*)
Labour negotiation & management 
Coaching & mentoring for managers
Professional communities
Increased workload How to streamline management practices
Need for new skills Assessment of management competencies
How to measure competency
Being an effective executive manager
being an effective regional manager
Being an effective middle-manager
Need to redesign services How to redesign a health service
How to analyse patient flow patterns
Project management (*)
How to analyse project risk
Managing a number of projects 
Redesign facility planning & management
Planning & design of health facilities
Project implementation strategies
How to deal with complexities in changing health services
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Appendix H (continue) 
 
 
 
 
 
 
 
 
 
 
Service delivery (specific) Managing regional OR & ER Services
Managing regional maternal/child services
Managing regional mental health services
Managing regional medical/surgical services
Managing regional community services
Managing regional long-term services
Working with alternative services
Improving patient care
Technology in health care Computer & Internet skills
Integrated information system in health care
Dealing with health infomatics
How the Internet is changing service delivery
How robots will change service delivery
Managing waitlists
e-management in health care
Other Problem-solving techniques 
Need for more management 
research How to identify service issues for research
How to manage a research project
Innovative ideas in service delivery
New computer programs for service delivery
Improved access to health service data
Harvesting service ideas from research 
Estimating the cost effectiveness of health programs
How to analyse clinical trial data
Identifying new methods to measure quality
Effects of health reform on service quality
Working with higher education to promote service research
(*) PhD survey competencies
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Appendix I 
Additional Quantitative Tables  
These tables are in addition to those provided in chapter 6.  
 
Table 1: Basic Undergraduate Education of Survey Respondents 
 
The majority (83% ) of survey respondents had an undergraduate degree, with the largest  
undergraduate qualification being in nursing. In the ‘other’ category, 23 respondents had an 
undergraduate degree in such diverse areas as engineering, theology, health information, 
economics, philosophy and chemistry.  
 
 
 
 
RESPONSE COUNT PERCENT
No degree 73 16%
Arts 34 7%
Science 35 8%
Nursing 135 29%
Laboratory technology 13 3%
Nutrition 12 3%
Management 6 1%
Medicine 1 0%
Pharmacy 9 2%
Social Work 14 3%
Rehabilitation (PT or OT) 17 4%
X-ray technology 14 3%
Education 4 1%
Business, commerce or admin 23 5%
Public admin 3 1%
Mathematics 2 0%
Computer science 2 0%
Engineering 5 1%
Other 55 12%
No Response 1 0%
TOTAL 458 100%
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Table 2:  Postgraduate Education of Survey Respondents 
 
 
 
The majority (51%) of survey respondents had a postgraduate qualification with the 
largest number in the business, commerce, and administration areas. In the ‘other’ 
category postgraduate education was in such areas as health administration, health 
sciences, health service planning and administration, leadership and training, 
psychology, speech pathology and theology.  
 
Table 3: Postgraduate Education of Survey Respondents  by Gender 
 
 
 
 
 
 
The gender breakdown with regard to postgraduate education shows that there is a 
slightly higher percentage of males than females with higher qualifications. 
 
 
 
 
 
 
Post-Grad 
& Gender 
Analysis 
Survey 
Respondents 
Post-Grad 
Degrees 
% of Total 
Male 125 70 56% 
Female 333 172 52% 
Total 458 242 53% 
RESPONSE COUNT PERCENT
Arts 17 4%
Science 10 2%
Nursing 42 9%
Nutrition 2 0%
Medicine 2 0%
Pharmacy 1 0%
Social Work 14 3%
Rehabilitation (PT or OT) 2 0%
Education 12 3%
Business, commerce or admin 67 15%
Public admin 7 2%
Mathematics 1 0%
Computer science 1 0%
Engineering 6 1%
Other 58 13%
No Response 216 47%
TOTAL 458 100%
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Table 4:  Postgraduate Education of Survey Respondents by Age 
Post-Grad 
& Age 
Analysis 
Survey 
Respondents 
Post-Grad 
Degrees 
% of Total 
<= 45 137 80 58% 
46 - 50 118 55 47% 
>= 51 203 107 53% 
Total 458 242 53% 
 
Postgraduate education by age shows that respondents under 46 years of age had the 
highest percentage of postgraduate education, followed, by the over 51 years of age 
group.  
 
Table 5: Age of Survey Respondents  
 
 
Table 6:  Latest Management Education 
RESPONSE COUNT PERCENT 
In the last 12 Months 304 66% 
In the last 2 Years 66 14% 
In the last 3 Years 24 5% 
In the last 4 Years 21 5% 
In the last 7 Years 29 6% 
Never 10 2% 
No Response 4 1% 
TOTAL 458 100% 
 
The majority (85%) of respondents attended a management course in the last three 
years, with 66% taking a course in the last  twelve months. Since there are mandatory 
courses for managers in the areas of budgeting, policy and service changes, and 
human resources this finding is not unexpected and confirms that managers are able to 
attend management training. The question is whether  managers are able to acquire 
new skill training separate from the mandatory educational requirements of their jobs. 
 
 
 
RESPONSE COUNT PERCENT
25 years and under 3 1%
26 - 30 6 1%
31 - 35 23 5%
36 - 40 39 9%
41 - 45 66 14%
46 - 50 118 26%
51 - 55 126 28%
56 + 77 17%
No Response 0 0%
TOTAL 458 100%
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Table 7:  Source of Competency Skill Education 
 
More individual tables have been created with this data in chapter 6.  
 
 
Learning Format No Course Inservice
Workshop/
Seminar
Certificate Diploma Degree Postgrad
No
Response
TOTAL
171 42 99 30 15 31 62 8 458
37% 9% 22% 7% 3% 7% 14% 2% 100%
113 23 39 26 25 102 113 17 458
25% 5% 9% 6% 5% 22% 25% 4% 100%
68 106 140 23 19 35 58 9 458
15% 23% 31% 5% 4% 8% 13% 2% 100%
171 41 87 26 10 35 74 14 458
37% 9% 19% 6% 2% 8% 16% 3% 100%
29 39 156 79 15 33 103 4 458
6% 9% 34% 17% 3% 7% 22% 1% 100%
59 46 201 62 9 23 51 7 458
13% 10% 44% 14% 2% 5% 11% 2% 100%
68 63 173 32 5 27 85 5 458
15% 14% 38% 7% 1% 6% 19% 1% 100%
220 35 78 22 10 15 65 13 458
48% 8% 17% 5% 2% 3% 14% 3% 100%
166 87 129 24 6 14 25 7 458
36% 19% 28% 5% 1% 3% 5% 2% 100%
90 83 187 36 12 12 32 6 458
20% 18% 41% 8% 3% 3% 7% 1% 100%
87 66 143 48 19 32 59 4 458
19% 14% 31% 10% 4% 7% 13% 1% 100%
151 72 80 36 19 33 61 6 458
33% 16% 17% 8% 4% 7% 13% 1% 100%
169 42 142 39 7 13 41 5 458
37% 9% 31% 9% 2% 3% 9% 1% 100%
268 57 74 23 6 7 16 7 458
59% 12% 16% 5% 1% 2% 3% 2% 100%
1830 802 1728 506 177 412 845 112 6412
29% 13% 27% 8% 3% 6% 13% 2% 100%
Environmental & Risk 
Management
Quality Improvement
Human Resource Mgmt
Financial Analysis
Project Management
Contract Management
TOTAL
Leadership Skills
Conflict Management
Change and Complexity
Evaluating Management Plans
Evidence-based Management
Use of Statistics
Communications and IT Use
Governance & Policy 
Development
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Table 8: Competency Skill Rating by Respondents 
 (Scale: 1 = poor, 2=average, 3=good, 4=very good, and 5 = excellent) 
 
This data is presented differently in chapter 6.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Skill Self-rating 1 2 3 4 5
No
Response
TOTAL
40 79 161 138 31 9 458
9% 17% 35% 30% 7% 2% 100%
34 93 166 131 29 5 458
7% 20% 36% 29% 6% 1% 100%
4 43 174 174 60 3 458
1% 9% 38% 38% 13% 1% 100%
35 102 176 115 25 5 458
8% 22% 38% 25% 5% 1% 100%
0 9 86 239 122 2 458
0% 2% 19% 52% 27% 0% 100%
3 33 128 220 71 3 458
1% 7% 28% 48% 16% 1% 100%
3 23 126 206 96 4 458
1% 5% 28% 45% 21% 1% 100%
29 98 169 130 25 7 458
6% 21% 37% 28% 5% 2% 100%
20 99 193 114 25 7 458
4% 22% 42% 25% 5% 2% 100%
5 62 169 182 35 5 458
1% 14% 37% 40% 8% 1% 100%
4 35 137 207 70 5 458
1% 8% 30% 45% 15% 1% 100%
35 94 155 129 42 3 458
8% 21% 34% 28% 9% 1% 100%
25 85 151 149 42 6 458
5% 19% 33% 33% 9% 1% 100%
80 118 139 91 18 12 458
17% 26% 30% 20% 4% 3% 100%
317 973 2130 2225 691 76 6412
5% 15% 33% 35% 11% 1% 100%
Contract Management
TOTAL
Quality Improvement
Human Resource Mgmt
Financial Analysis
Project Management
Conflict Management
Change and Complexity
Evaluating Management Plans
Environmental & Risk 
Management
Use of Statistics
Communications and IT Use
Governance & Policy 
Development
Leadership Skills
Evidence-based Management
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Table 9:  Academic Credit for Professional Experience by Gender 
Cross-tabulation by question 22 (academic credit for professional experience) and question 5 
(gender).  
 
 
The majority (71.5%) of respondents seeking more academic credit for their professional 
experience are females.  The Chi Square Test [x2 (2) = 1.69, p>0.05] shows that there is no 
association between the two variables.   
 
 
 
 
 
 
Crosstab
79 198 277
74.9 202.1 277.0
28.5% 71.5% 100.0%
64.8% 60.2% 61.4%
32 87 119
32.2 86.8 119.0
26.9% 73.1% 100.0%
26.2% 26.4% 26.4%
11 44 55
14.9 40.1 55.0
20.0% 80.0% 100.0%
9.0% 13.4% 12.2%
122 329 451
122.0 329.0 451.0
27.1% 72.9% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within Q5  Gender
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within Q5  Gender
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within Q5  Gender
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within Q5  Gender
Yes
No
Don't know
Q22  Should receive
academic credit for
years of prefessional
experience
Total
Male Female
Q5  Gender
Total
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Table 10: Academic Credit for Professional Experience by Age  
Cross-tabulation of question 22 (academic credit for professional experience) and question 4 
(age).   
 
The majority (89.6 %) of those 41 years and older are seeking more academic credit for their 
professional experience.  The Chi Square Test [x2 (4) = 19.88, p<0.05] shows that there is a 
statistically significant association between the two variables.  
 
 
 
 
 
Crosstab
29 111 137 277
43.0 111.8 122.2 277.0
10.5% 40.1% 49.5% 100.0%
41.4% 61.0% 68.8% 61.4%
26 45 48 119
18.5 48.0 52.5 119.0
21.8% 37.8% 40.3% 100.0%
37.1% 24.7% 24.1% 26.4%
15 26 14 55
8.5 22.2 24.3 55.0
27.3% 47.3% 25.5% 100.0%
21.4% 14.3% 7.0% 12.2%
70 182 199 451
70.0 182.0 199.0 451.0
15.5% 40.4% 44.1% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within q4gr  Age group
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within q4gr  Age group
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within q4gr  Age group
Count
Expected Count
% within Q22  Should
receive academic credit
for years of prefessional
experience
% within q4gr  Age group
Yes
No
Don't know
Q22  Should receive
academic credit for
years of prefessional
experience
Total
40 or less 41-50 51+
q4gr  Age group
Total
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Table 11: Academic Credit for Other Learning  by Gender 
Cross-tabulation of question 23 (academic credit for certain educational programs) and 
question 5 (gender).  
 
The majority (73.7.5%) of those seeking more academic credit for certain educational 
programs are females. The Chi Square Test [x
2
 (2) = 3.41, p>0.05] shows that there is no 
association between the two variables.   
 
 
 
Crosstab
92 258 350
95.5 254.5 350.0
26.3% 73.7% 100.0%
74.8% 78.7% 77.6%
24 43 67
18.3 48.7 67.0
35.8% 64.2% 100.0%
19.5% 13.1% 14.9%
7 27 34
9.3 24.7 34.0
20.6% 79.4% 100.0%
5.7% 8.2% 7.5%
123 328 451
123.0 328.0 451.0
27.3% 72.7% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q23  Certain
education programs
should count towards
a higher degree
% within Q5  Gender
Count
Expected Count
% within Q23  Certain
education programs
should count towards
a higher degree
% within Q5  Gender
Count
Expected Count
% within Q23  Certain
education programs
should count towards
a higher degree
% within Q5  Gender
Count
Expected Count
% within Q23  Certain
education programs
should count towards
a higher degree
% within Q5  Gender
Yes
No
Don't know
Q23  Certain education
programs should count
towards a higher degree
Total
Male Female
Q5  Gender
Total
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Table 12: Academic Credit for Other Learning  by Age 
Cross-tabulation of question 23 (academic credit for certain educational programs) and 
question 4 (age) .    
 
The majority (87.7 %) of respondents seeking more academic credit for certain educational 
programs are over 41 years of age. The Chi Square Test [x
2
 (4) = 12.78, p<0.05] shows that 
there is a statistically significant association between the two variables.  
 
 
 
 
 
 
Crosstab
43 147 160 350
54.3 141.2 154.4 350.0
12.3% 42.0% 45.7% 100.0%
61.4% 80.8% 80.4% 77.6%
18 22 27 67
10.4 27.0 29.6 67.0
26.9% 32.8% 40.3% 100.0%
25.7% 12.1% 13.6% 14.9%
9 13 12 34
5.3 13.7 15.0 34.0
26.5% 38.2% 35.3% 100.0%
12.9% 7.1% 6.0% 7.5%
70 182 199 451
70.0 182.0 199.0 451.0
15.5% 40.4% 44.1% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q23  Certain
education programs
should count towards a
higher degree
% within q4gr  Age group
Count
Expected Count
% within Q23  Certain
education programs
should count towards a
higher degree
% within q4gr  Age group
Count
Expected Count
% within Q23  Certain
education programs
should count towards a
higher degree
% within q4gr  Age group
Count
Expected Count
% within Q23  Certain
education programs
should count towards a
higher degree
% within q4gr  Age group
Yes
No
Don't know
Q23  Certain education
programs should count
towards a higher degree
Total
40 or less 41-50 51+
q4gr  Age group
Total
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Table 13: Distance Learning Experience by Gender 
Cross-tabulation by question 14 (distance learning experience) and question 5 (gender).  
 
The majority (75.1%) of those with distance learning experience are females. The Chi Square 
Test [x
2
 (1) = 2.06, p>0.05] shows that there is no association between the two variables.  
 
 
 
 
 
 
 
 
 
Q14  Ever taken a distance learning course * Q5  Gender Crosstabulation
76 229 305
81.6 223.4 305.0
24.9% 75.1% 100.0%
69.1% 76.1% 74.2%
34 72 106
28.4 77.6 106.0
32.1% 67.9% 100.0%
30.9% 23.9% 25.8%
110 301 411
110.0 301.0 411.0
26.8% 73.2% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q14  Ever
taken a distance
learning course
% within Q5  Gender
Count
Expected Count
% within Q14  Ever
taken a distance
learning course
% within Q5  Gender
Count
Expected Count
% within Q14  Ever
taken a distance
learning course
% within Q5  Gender
Yes
No
Q14  Ever taken a
distance learning course
Total
Male Female
Q5  Gender
Total
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Table 14: Distance Learning Experience by Age 
Cross-tabulation by question 14 (distance learning experience and question 4 (age).   
 
Respondents 41 years and older have the greatest distance learning experience. The Chi 
Square Test [x2 (2) = 1.06, p>0.05] shows that there is no association between the two 
variables.       
 
 
 
 
 
 
 
 
 
 
Q14  Ever taken a distance learning course * q4gr  Age group Crosstabulation
52 119 134 305
49.7 123.2 132.1 305.0
17.0% 39.0% 43.9% 100.0%
77.6% 71.7% 75.3% 74.2%
15 47 44 106
17.3 42.8 45.9 106.0
14.2% 44.3% 41.5% 100.0%
22.4% 28.3% 24.7% 25.8%
67 166 178 411
67.0 166.0 178.0 411.0
16.3% 40.4% 43.3% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q14  Ever taken
a distance learning
course
% within q4gr  Age group
Count
Expected Count
% within Q14  Ever taken
a distance learning
course
% within q4gr  Age group
Count
Expected Count
% within Q14  Ever taken
a distance learning
course
% within q4gr  Age group
Yes
No
Q14  Ever taken a
distance learning course
Total
40 or less 41-50 51+
q4gr  Age group
Total
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Table 15: Distance Learning Experience by Urban/Non-urban Location   
Cross-tabulation by question 14 (distance learning experience) and question 2 (work 
location).  
 
 
93.5 % of  respondents working in an urban location have had distance learning experience.  
The Chi Square Test [x
2
 (1) = 4.77, p<0.05] shows that there is a statistically significant 
association between the two variables.  
 
 
Q14  Ever taken a distance learning course * q2gr  Postcode grouped Crosstabulation
274 19 293
278.2 14.8 293.0
93.5% 6.5% 100.0%
73.1% 95.0% 74.2%
101 1 102
96.8 5.2 102.0
99.0% 1.0% 100.0%
26.9% 5.0% 25.8%
375 20 395
375.0 20.0 395.0
94.9% 5.1% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q14  Ever
taken a distance
learning course
% within q2gr 
Postcode grouped
Count
Expected Count
% within Q14  Ever
taken a distance
learning course
% within q2gr 
Postcode grouped
Count
Expected Count
% within Q14  Ever
taken a distance
learning course
% within q2gr 
Postcode grouped
Yes
No
Q14  Ever taken a
distance learning course
Total
Urban Rural
q2gr  Postcode
grouped
Total
Appendix I  421 
Table 16: Interest in Further Distance Learning by Gender 
Cross-tabulation by question 15 (further distance learning) and question 5 (gender).  
 
 
The majority (75.2%) of those interested in further distance learning are females.  The Chi 
Square Test [x2 (1) =  0.13, p>0.05] shows that there is no association between the two 
variables.  
 
 
 
 
 
 
 
 
 
Q15  Interested in taking another distance learning course * Q5  Gender Crosstabulation
63 191 254
63.9 190.1 254.0
24.8% 75.2% 100.0%
85.1% 86.8% 86.4%
11 29 40
10.1 29.9 40.0
27.5% 72.5% 100.0%
14.9% 13.2% 13.6%
74 220 294
74.0 220.0 294.0
25.2% 74.8% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within Q5  Gender
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within Q5  Gender
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within Q5  Gender
Yes
No
Q15  Interested in
taking another distance
learning course
Total
Male Female
Q5  Gender
Total
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Table 17: Interest in Further Distance Learning by Age 
Cross-tabulation by question 15 (further distance learning) and question 4 (age).   
 
 
83.4% of those 41 years and older would be interested in further distance learning.  The Chi 
Square Test [x
2
 (2) = 1.30, p>0.05] shows that there is no association between the two 
variables.   
 
 
 
 
 
 
 
Q15  Interested in taking another distance learning course * q4gr  Age group Crosstabulation
42 106 106 254
42.3 102.8 108.9 254.0
16.5% 41.7% 41.7% 100.0%
85.7% 89.1% 84.1% 86.4%
7 13 20 40
6.7 16.2 17.1 40.0
17.5% 32.5% 50.0% 100.0%
14.3% 10.9% 15.9% 13.6%
49 119 126 294
49.0 119.0 126.0 294.0
16.7% 40.5% 42.9% 100.0%
100.0% 100.0% 100.0% 100.0%
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within q4gr  Age group
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within q4gr  Age group
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within q4gr  Age group
Yes
No
Q15  Interested in
taking another distance
learning course
Total
40 or less 41-50 51+
q4gr  Age group
Total
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Table 18: Interest in Further Distance Learning by Urban/Non-urban Location 
Cross-tabulation by question 15 (further distance learning) and question 2 (work location).  
 
The majority (93.4%) of respondents working in an urban location would be interested in 
further distance learning. The Chi Square Test [x
2
 (1) = 0.09, p>0.05] shows that there is no 
association between the two variables.  
 
 
Q15  Interested in taking another distance learning course * q2gr  Postcode grouped
Crosstabulation
228 16 244
228.4 15.6 244.0
93.4% 6.6% 100.0%
86.4% 88.9% 86.5%
36 2 38
35.6 2.4 38.0
94.7% 5.3% 100.0%
13.6% 11.1% 13.5%
264 18 282
264.0 18.0 282.0
93.6% 6.4% 100.0%
100.0% 100.0% 100.0%
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within q2gr  Postcode
grouped
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within q2gr  Postcode
grouped
Count
Expected Count
% within Q15  Interested
in taking another
distance learning course
% within q2gr  Postcode
grouped
Yes
No
Q15  Interested in
taking another distance
learning course
Total
Urban Rural
q2gr  Postcode
grouped
Total
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Table 19: Rating of Classroom-based Learning 
(Scale: 1 = poor, 2=average, 3=good, 4=very good, and 5 = excellent) 
 
This data is presented in a different way in chapter 6. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1 2 3 4 5
No
Response
TOTAL
31 57 144 126 73 27 458
7% 12% 31% 28% 16% 6% 100%
98 116 123 55 31 35 458
21% 25% 27% 12% 7% 8% 100%
137 163 79 21 21 37 458
30% 36% 17% 5% 5% 8% 100%
104 119 133 38 27 37 458
23% 26% 29% 8% 6% 8% 100%
4 18 102 174 127 33 458
1% 4% 22% 38% 28% 7% 100%
2 24 101 177 120 34 458
0% 5% 22% 39% 26% 7% 100%
74 136 150 43 20 35 458
16% 30% 33% 9% 4% 8% 100%
8 26 97 137 140 50 458
2% 6% 21% 30% 31% 11% 100%
5 8 28 138 252 27 458
1% 2% 6% 30% 55% 6% 100%
1 8 95 178 139 37 458
0% 2% 21% 39% 30% 8% 100%
5 36 131 161 89 36 458
1% 8% 29% 35% 19% 8% 100%
2 3 22 123 272 36 458
0% 1% 5% 27% 59% 8% 100%
15 45 127 145 89 37 458
3% 10% 28% 32% 19% 8% 100%
Technology aspects easy to learn
Group work for learning
Assignments are clear
Reading/other resources easy to access
Registration is flexible
Course guidelines are clearly stated
Opportunities for evaluation of progress
Pace of course is tailored to learner
Course choices tailored to the learner
Course duration tailored to the learner
Course accessible when needed
Classroom Learning
Good discussion/interaction with other 
students
Instructor access is flexible & timely
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Table 20 :  Rating of Paper-based Distance Learning 
(Scale: 1 = poor, 2=average, 3=good, 4=very good, and 5 = excellent)  
 
This data is presented in a different way in chapter 6. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1 2 3 4 5
No
Response
TOTAL
22 71 178 118 31 38 458
5% 16% 39% 26% 7% 8% 100%
10 46 149 157 54 42 458
2% 10% 33% 34% 12% 9% 100%
14 39 133 153 76 43 458
3% 9% 29% 33% 17% 9% 100%
16 53 166 124 53 46 458
3% 12% 36% 27% 12% 10% 100%
4 12 122 174 105 41 458
1% 3% 27% 38% 23% 9% 100%
13 63 157 136 43 46 458
3% 14% 34% 30% 9% 10% 100%
8 48 140 164 63 35 458
2% 10% 31% 36% 14% 8% 100%
17 58 146 111 70 56 458
4% 13% 32% 24% 15% 12% 100%
130 159 90 30 9 40 458
28% 35% 20% 7% 2% 9% 100%
5 24 161 146 73 49 458
1% 5% 35% 32% 16% 11% 100%
6 46 169 137 55 45 458
1% 10% 37% 30% 12% 10% 100%
132 151 97 23 3 52 458
29% 33% 21% 5% 1% 11% 100%
46 104 177 62 18 51 458
10% 23% 39% 14% 4% 11% 100%
Assignments are clear
Distance Learning
Course choices tailored to the learner
Course duration tailored to the learner
Course accessible when needed
Registration is flexible
Course guidelines are clearly stated
Opportunities for evaluation of progress
Pace of course is tailored to learner
Technology aspects easy to learn
Group work for learning
Reading/other resources easy to access
Good discussion/interaction with other 
students
Instructor access is flexible & timely
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Table 21:  Rating of E-learning  
(Scale: 1 = poor, 2=average, 3=good, 4=very good, and 5 = excellent)  
 
 
This data is presented in a different way in chapter 6. 
 
 
 
 
 
 
1 2 3 4 5
No
Response
TOTAL
21 38 111 174 71 43 458
5% 8% 24% 38% 16% 9% 100%
7 31 88 159 122 51 458
2% 7% 19% 35% 27% 11% 100%
4 6 41 152 207 48 458
1% 1% 9% 33% 45% 10% 100%
8 16 93 158 137 46 458
2% 3% 20% 34% 30% 10% 100%
7 10 104 168 117 52 458
2% 2% 23% 37% 26% 11% 100%
9 40 116 168 69 56 458
2% 9% 25% 37% 15% 12% 100%
4 25 61 171 153 44 458
1% 5% 13% 37% 33% 10% 100%
14 43 153 132 57 59 458
3% 9% 33% 29% 12% 13% 100%
81 107 103 79 30 58 458
18% 23% 22% 17% 7% 13% 100%
8 28 137 158 74 53 458
2% 6% 30% 34% 16% 12% 100%
9 16 101 181 101 50 458
2% 3% 22% 40% 22% 11% 100%
81 95 111 78 34 59 458
18% 21% 24% 17% 7% 13% 100%
47 65 144 101 45 56 458
10% 14% 31% 22% 10% 12% 100%
Reading/other resources easy to access
Technology aspects easy to learn
Group work for learning
Assignments are clear
Registration is flexible
Course guidelines are clearly stated
Opportunities for evaluation of progress
Pace of course is tailored to learner
E-learning
Course choices tailored to the learner
Course duration tailored to the learner
Course accessible when needed
Good discussion/interaction with other 
students
Instructor access is flexible & timely
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Appendix J 
Qualitative Data/ Survey  
 
There were two hundred and eighty quotes provided in Question 25. In this question 
the respondents were asked to provide additional comments on management 
education and/or their current learning environment. 61.1% of the survey respondents 
provided additional comments. These comments have been collated into four key 
themes which are: health reform, management education, barriers to learning and e-
learning for health-care managers. Under each of the key themes the quotes have been 
further broken down into sub-headings for easier reference. Qualitative data tables 
were presented in chapter 6. Selected quotes were used in the material found in 
chapters 7 and 8.  
Theme 1: Health Reform 
1a) A changing working environment  
 
“Before education can really move forward, a stable work environment must be in 
place.  Eventually, employees at every level can no longer stand the constant cutting 
and slashing.  Thinking about education means you have hope, in an environment 
without hope, it is hard to motivate yourself.  Also there is no upward mobility in the 
health care system and it is paramount that you remain a clinician first and a manager 
second”. 
 
“I feel that clinicians (i.e. health professionals) are appointed to management 
positions without the training needed to do the job.  Just because they are excellent 
clinicians and perhaps demonstrating some ‘aptitude’ for management, does not give 
them the skills to cope in today’s management environment. Postgraduate  work is a 
must”. 
 
“I think that management positions are less desirable in health care due to the many 
changes and challenges.  Because of this managers are leaving, and new, 
inexperienced people are being given these jobs without adequate educational 
background. (I am one of these).  It is imperative that support for new managers and 
education is offered and accessible for managers to develop the necessary skills to 
have the competence and confidence to carry out the expectations of the job”. 
 
“With amalgamation of the health authority the style of management has had to 
change rapidly and so much is in flux that it is hard to grasp what is really necessary”. 
 
“With a flat organization there is a significant reduction in the number of graduated 
leadership learning opportunities.  An inexperienced person is often sent into a 
complex environment as a novice manager with little support”. 
 
“Health care management has become tied up in red tape and meetings. We have 
meetings so that we can set a date for the next meeting and no-one wants to make a 
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decision on their own anymore.  In the private sector decisions get made and 
implemented”.  
 
“There is a lack of time to implement the necessary changes”. 
 
Quality improvement issues that I dealt with in the past in another province are not 
being addressed or seen as an issue here [in British Columbia]. Human resource 
management here appears to be more union friendly rather than operational need 
based”.  
 
“Some tools such as Project Management and Quality Improvement require buy-in 
and direction at a level or two above me. There often does not seem to be appropriate 
time spent in the planning stages of large scale changes”.  
 
“The pace of change has accelerated. The work environment is not black and white, it 
is about relationships, recognizing your authority is minimal. It is more about 
influence and working in a collegial manner”.  
 
“In the health care environment, management and leadership skills are equally as 
important as clinical skills but it is not recognized by the physician leaders in the 
organization”. 
 
“In this fast-paced, constantly changing, stressful health care environment, it is 
necessary to remember to recognize the needs of those entrusted with leading the way, 
setting the tone and mentoring new leaders”.  
 
“The creation of larger health authorities has created a much greater opportunity for 
internal education as we now have the critical mass to provide it ourselves”.  
 
“With the amalgamation in the health authority, the style of management has had to 
change rapidly and so much is in flux that it is hard to grasp what is really necessary. 
The needs of smaller hospitals are so different to the larger ones”.  
 
“Everyone in the agency [health organization] does not work from the same base – all 
have not had the same training”.  
 
“There needs to be a strong link to performance management and succession planning 
to ensure that if you don’t take charge of meeting your own needs then it’s at your 
own peril”.  
 
“The health care environment is in a constant state of change. Employers are 
demanding and unreasonable in their expectations of managers. There is a high burn-
out rate and no real recognition of the needs of managers”.  
 
“In conjunction with management education, succession planning needs to be 
considered with clear expectations for succession planning such as how to structure 
this planning and what competencies are for managers”.  
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“Health care organizations should be focusing on succession planning and providing 
management education to those ‘in line’ to assume management functions over the 
next several years”. 
 
1b) Changing expectations and reduced support for managers 
 
“I am an interim manager brought from retirement for a short term, at the last minute 
with no orientation or previous management courses beyond Head Nurse years ago 
and IC [Intensive Care] part time for many years”.   
“It is very important to have many opportunities to grow and learn as a manager.  It is 
a skill that can be learned with experience, however, new managers are expected to be 
just as competent from the beginning”.   
“There is less available leadership for managers, other directors are off site and do not 
come to the site at regular intervals”.  
“In health care if you have a strong clinical background you need some business and 
financial formal education. If you do not have a strong clinical background it needs to 
be well developed and unfortunately some folks have not done this and the best 
decisions are not always made”. 
“We lack the basic information to support evidence-based management”.  
“Many of the managers reporting to me do not have the education or training to allow 
them to do their jobs well. The result is that I am often mired in their work and don’t 
get to mine”.  
“Rapid change has often made what I learned out-of-date. For example, we went to a 
new IT system course and since it is still not fully functional we have not applied 
what we learned and it may not be of use with ongoing change”.  
 
“Management in these days require the ability to multi-task and respond to the ever-
changing needs of the industry in very tight time frames. Everything is quick and 
dirty”.  
 
“ A broader range of expertise is needed –such as the need to be an accountant, 
lawyer, helpdesk, counsellor, secretary, and mediator”.  
 
“Change has made what I learned out-of-date or of no use.  
 
“Most nursing managers are responsible far too many people in three separate 
unions that cover a 24/7 operation”.   
 
“We are expected to know more, to be adaptive, operate without the full picture, and 
do less micro management –all of which require educational courses that 
acknowledge this new dynamic”.  
“There is a need for interdisciplinary understanding of roles and responsibilities”.  
“The health care environment is in a constant state of change. Employers are 
demanding and unreasonable in their expectations of managers. High burnout. No real 
recognition of the needs of managers”.  
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“Managers are learning the skills as needed but anyone beyond fifty is counting the 
hours and days till they can get out of health care because the workloads have more 
than doubled, the working environment is terrible, stress is high, and benefits have 
been reduced”.  
“In many areas of health care management, roles are filled by people who have 
clinical experience. Though I believe clinical experience is a must in specific 
disciplines (i.e. nursing/ diagnostic services) I also think there should be some type of 
mandatory management education”.   
“The challenge is to find skilled managers that can do the job that once was done by 
several managers. There is never enough time to complete the work. I am always 
working extra hours just to keep ahead, without extra pay”.  
“Primary management decisions take place above my head and are completed by my 
direct supervisor. Knowledge that I gain in courses helps to explain why decisions are 
made, but ultimately they are made and handed down from above. Usually a script is 
provided”.  
“Time is a big issue. We seem to do things without really having time to think about it 
first. There is so much constraint to get as much done each day as possible.  Things 
change so quickly that soon the window of opportunity is gone”.  
“The most time consuming issues are the interpersonal conflicts that require 
mediation skills rather than diffusing conflict between myself and another person”.  
“Traditional management practices are time-consuming and require a long term 
planning/evaluation cycle. In today’s rapidly changing world, leadership attributes are 
more relevant as there is often not enough time for detailed planning and analysis”.  
“The rapid pace of change means that we need to be proactive about educating 
management staff not just reactive”.  
“Too many people in health care come into management based on their clinical or 
technical expertise without adequate training in management”.  
“We need to shift away from promoting leaders based on technical skills and focus 
more on general management skills and the education offered should reflect this”.  
“The reality of the workplace in healthcare at this time is very difficult due to time 
constraints on applying skills an individual is competent in, let alone trying to apply 
new skills”.  
“Managers are now more routinely expected to think conceptually, plan and act 
strategically across complex interacting systems of care and service delivery”.   
 
“Managers are not oriented to their positions which leads to an incredible waste of 
time as they flounder about in the first months on the job”. 
 
“Managers and directors are so busy as the workload is ever-expanding. There is little 
time for mentoring or coaching of employees or managers”.  
“Many managers have fallen into their positions with little or no management 
background or skills in key areas like human resources”.  
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“Most managers rise to the position from the field level and often do not have the 
relevant management education. This is very important to acquire as experience is 
also invaluable”.   
“New managers are expected to be as competent [as experienced managers] from the 
beginning”.  
Theme 2: Management education 
2a) The need for change in management education planning 
 
“In this fast-paced, constantly changing stressful healthcare environment, it is 
necessary to remember to recognize the needs of those entrusted with leading the way, 
setting the tone and mentoring new leaders.  Some concrete plans with set education 
for groups of management leaders within organizations need to be planned, 
implemented and evaluated”. 
 
“Change is happening with greater frequency and needs to be supported with 
evidence”.  
 
“I am not sure [health] organizations have a good way to standardize and make sure 
all managers have good skill sets”.  
 
“Reorganization can lead to confusion about where to go for courses and whom to 
consult about training needs”.  
 
“Managers require better tools to make evidence-based decisions. Such tools as 
outcome data and infrastructure support are not easily accessible to front-line 
managers”.  
 
“We lack the basic information to support evidence-based management”.  
 
“There should be a clearly defined and articulated organizational philosophy 
regarding management and leadership, and courses should be aligned with and 
support this philosophy.  The opportunity to give managers learning experiences 
through mentorship, project work etc. should be considered at every turn”. 
 
“Management education needs to be available to all managers/coordinators. 
Opportunities (i.e. in-service or courses) should be available equally to both”. 
 
“We need access to advanced PhD programs that allow a candidate to complete a 
program while remaining employed (not limited to sabbaticals)”.  
 
“With never ending pressures to be fiscally responsible, education seems to be on the 
back burner, so to speak”.  
 
“We need to have a degree in finance to completely understand management 
strategies in health care today. Not enough financial training for nurse managers is a 
huge problem”. 
 
“More fiscal skills are necessary”. 
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“We need to be more cost effective to provide best practice”.  
 
“An adaptive learning environment is necessary to support just-in-time educational/ 
training to meet the needs of managers within a rapidly changing health care 
environment”.   
 
“I have seen many administrators who are not aware of the basic clinical 
requirements. This is core to operating a successful program”. 
 
“I think it is important to teach managers that there is a distinct difference between 
leadership and management. A great manager is not necessarily a good leader. I think 
in today’s environment the individual in that role needs to be both”.  
 
“Successful leaders are those who can work with people, have influence, are open to 
others’ perspectives, listen well and without judgement, and are assertive.  In 
succession planning, we need to nurture those skills and abilities”. 
   
“If the organization truly wants to develop their own leaders, they need to make the 
tools, opportunities and coaching available.  They need to reduce workloads to 
manageable levels so that people can be able to undertake programs or self-directed 
learning”. 
 
“The creation of larger health authorities has created a much greater opportunity for 
internal education (we now have the critical mass to provide it ourselves)”. 
 
“Management education is great as long as the ‘talk is walked’”.  
“Managers in health care work long hours in a complex environment. We are also 
urged to take care of ourselves and not allow work to become our whole lives. 
Educational opportunities need to be sensitive to these competing messages/realities”.  
“Basic training in management skills should be mandatory for a person assuming a 
management position. It cannot be successful when an incapable person is raised to 
managerial levels without the basic skillset to perform the duties required”.  
“We need practical tools and resources as well as a theoretical base”.   
“Managers should take responsibility for their own education. The employer should 
assist them in identifying areas that need improvement and have in-house in-
service/workshops that teach hands-on methods on how to deal with situations for 
frontline managers”.  
“Management education should be focused on general management principles not 
health management”. 
“There are lots of management education courses from universities and colleges. 
Health care should not duplicate, but should stick to specific, focused health care 
[management] education topics”.   
“If the education is provided there needs to also be recognition that managers need 
relief to attend the programs. What happens now is that there are courses offered but 
to go means doing sixty hours of work in the evening or weekends to keep up”.  
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“A large component of management is communication, team-building, planning and 
problem-solving. To develop excellent skills in these areas it is advantageous to select 
an educational environment that is student-centred and problem-solving as well as an 
environment that allows for direct interaction of ideas with other students”.  
“More emphasis needs to be given to non-clinical/technical competencies such as 
relationship-building skills”.  
“Much more human resource management skill is needed today”.    
“There is not enough business perspective….too many managers are nurses with 
health care degrees and limited business savvy which is imperative today”.  
“In health care if you have a strong clinical background you need some business and 
financial formal education. If you do not have a strong clinical background it needs to 
be well developed”.  
“The ability to be adaptive, operate without the full picture and be less micro 
managers should be reflect in the education provided to managers”.  
“All education should be competency-based and self-directed learning encouraged”.  
“Because of the challenges in the environment, we need to make sure that all 
education is available in a timely manner and flexible enough to meet the needs of 
managers”.  
“Regardless of their background, managers at all levels need ongoing education with 
regards to team building and coaching.  These are critical skills in our current 
environment”. 
“Managers need to know how to priorize and manage within an ever-changing 
environment”.  
 
“Creativity is needed to deal with ambiguity”.  
 
“The health care industry needs to look at what is provided by private 
corporations and find other ways to provide up-to-date information and courses 
that build on basic skills. 
 
Short segmented education may be easier to do and learn than longer courses which 
engulf everything”. 
“Experience cannot be taught. Qualifications are over emphasized in health care as 
they are used as a predictor of competency. Mentoring and internships do not play as 
high a role as they should”.  
“We need to teach managers how to priorize and manage within an ever changing 
environment which is the nature of health care in Canada”.  
“There is need to learn flexibility and change management. We need to learn how to 
manage our own health and stress and how to support staff to do the same”. 
“If I complete a Masters in Business Management degree will I be a better nursing 
unit manager even if I do not have a degree in nursing as my first degree/diploma? 
Should all unit managers need a health degree/diploma as a start?” 
“To manage for success, managers must commit to ‘life long learning’ and adapting 
to and managing change”.  
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“I do believe that learning is a lifelong experience, it is the only means to maintain 
your competencies and keep up to date to the changes that are positive”.  
“I have always viewed lifelong learning as essential”. 
“I think the best management training I had was acting as chief steward for our union. 
Dealing with everyday conflicts between management and union members is an 
excellent way to identify and/or avoid situations which will result in conflict”.  
“Our health authority has always provided excellent continuing education support via 
our Human Resources department by finding key conferences and workshops. I 
believe that the return on their investment has been worth it”.   
“I recommend a needs assessment to determine the level of experience and formal 
educational needs of the individual [manager]”.  
“There is some responsibility for organizations to provide administrative/management 
education.  I worked 4 years in California, and received a great deal of 
management/administrative education/networking which was invaluable in helping 
me understand the huge role changes I was experiencing”. 
2b) Problems with current management education 
 
“Current healthcare education in the form of in-service, workshops, seminars lack 
skill testing for effective learnt outcomes (i.e. self tests, exams, instructor feedback)”. 
 
“We need to be more adaptive, operate without the full picture, less micro 
management – all of which require education courses that acknowledge this new 
dynamic”. 
 
“I think it is important to teach managers that there is a distinct difference between 
leadership and management. A great manager is not necessarily a good leader and I 
think in today’s environment the individual in that role needs to be both”. 
 
“Management education is an ever-changing dynamic. Research has shown 
management education has not kept up with the needs of today’s health care managers 
and making them ‘work’ ready”. 
 
“Managers in health care work long hours in a complex environment. We are also 
urged to take care of ourselves and not allow work to become our whole lives.  
Educational opportunities need to be sensitive to these competing messages/realities”. 
 
“Managers require better tools to make evidence-based decisions.  Such tools as 
outcome data, infrastructure support are not easily accessible to front line managers”. 
 
“Rather than single session workshops, I would like to see more specific skills 
training in relation to health authority practices”. 
 
“So much education happens through workshops which are not conducive to learning 
an established curriculum. People spend more time telling personal stories”.  
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“There are many management courses out there and what you get out of them depends 
on the deliverer. Some are very good and some are not worth the time taken off to 
attend”.  
 
“I am not sure organizations have a good way to standardize and make sure all 
managers have good skill sets”. 
 
“All education should be competency based and self-directed learning encouraged.  
Online learning should coincide with some sort of face to face learning”. 
 
“Education is context-driven, so choices about the type and mode of education are 
(and should be) a function of the learner and the content being taught”. 
 
“Generally the courses give the tools. However, when I return to work I get caught up 
in the work, plus peers and upper management often do not follow what was taught, 
so individual implementation is difficult”.   
“I need the opportunity to implement and use the training, otherwise the skills from 
the experience are not maintained”.  
“We need the opportunity to apply skills learned has been lacking”. 
“A management course taken at BCIT after completing a Masters degree was too 
basic”. 
“I attended a three day workshop on conflict management. The material covered was 
too brief due to time constraints”. 
“A financial analysis course was not specific enough and did not meet my needs. 
Each manager had a different budget to figure out and the explanation was too 
general”.  
“I took a project management course recently in which I was familiar with all the 
material already”. 
“The course provided was not at a high enough level. The instructor also did not 
acknowledge the skills already available in the room”.  
“The course had outdated content”. 
“Presently what is being offered is material that I have taken in past years”. 
“The in-service level education is too brief to be able to implement changes in an 
organization as broad as the one I work in”.  
“Courses that have been the least value have been short with no opportunity to 
practice new skills and/or no support after the course”. 
“The course content was too complex to use in the workplace; too complicated, too 
lengthy, and not enough practice”.  
“I have problems with material that is too high level or does not apply to specific, 
practical examples”. 
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“Usually the skills learned are seldom needed so I do not have much chance to use as 
my priority is day-to-day clinical work”. 
“Basic management theory is just that –about the practical or technical nature of the 
job. What I need to lead effectively is knowledge of leadership,  systems, and 
organizational theory”. 
“I have taken courses in managing employees but not in working with unions. I can 
do a budget with financial help and can manage it but there are a lot of expectations I 
have no training in”.  
“I need to have a degree in finance to completely understand management strategies 
in health care today. There is not enough financial training for nurse managers”.   
“There is not much available, most of this is trial by fire”.  
“As a life long learner with a diverse portfolio, all management courses help. What is 
not helpful is courses on concepts already mastered”.   
“Courses are often idealistic in nature. In the ‘real world’ the infrastructure does not 
support the practical application of techniques, methods, strategies learned to any 
great degree. Also the philosophy espoused by the course may not be valued by the 
organization”.  
“Courses generally do not touch on topics in my specialty. There are few if any 
courses that relate directly to my specialty”.   
“Courses have dealt primarily with theory and best practices, with little or no 
correlation to the real world nor to any workplace”.  
“I find that courses are not related to the day-to-day operations of a health 
organization”.  
“The format of instruction did not meet my learning style”.  
“A generalist application does not have specific relevance to health care 
administration”.  
“I attended two SkillPath seminars in recent years. While the presentations were 
upbeat, I do not believe that I came away with any concrete skills. In my opinion 
these were ‘feel good’ seminars”.  
“I have been in various management positions since 1983 and have taken numerous 
management courses. Generally, the most valuable courses have provided directly 
applicable skills and knowledge to assist me with operational functions and 
interpersonal relationships”.  
“I took a couple of management courses at the University of Toronto that were 
basically textbook memorizing that I did not find useful. I also took a similar course at 
McGill University that was based on case studies that I found very helpful”.    
“If courses are too private system oriented then they are less helpful in public sector 
application”.  
“In my experience, very generalized management courses have insufficient relevance 
to managing a large nursing department”.  
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“In-service courses are often on topics that are the ‘flavour of the month’ and then not 
implemented fully (i.e. Quality Improvement)”. 
“There is insufficient information on current budget realities and specific processes 
within the health authority”.  
“Many courses are too vague, designed to give general ‘big picture’ views. This is 
easier to do then trying to focus on practical applications in the workplace”. 
“Many courses are theory and not practical”. 
“Most courses were either just-in-time of after-the-fact”. 
“Formal education is better for me than workshops. A workshop tends to lose focus 
and is driven by the group. I prefer education led by a professor”.  
“Often the theory you learn is in conflict with the philosophy approach of your direct 
report or the organization in general. This makes it difficult to apply that theory”.  
“I need the opportunity to implement and use the training, otherwise my skills are not 
maintained”.  
“The opportunity to apply the skills learned has been lacking”.  
“Many of the training sessions are theory based and not realistic in their application or 
expectations”.  
“Courses have no application to health care or related to health care”. 
“The course content is not part of the present philosophy of the organization”.  
“The course is not realistic to the actual working environment. Good theory but not 
practical”.  
“The material is not relevant to my day-to-day work”. 
“Short segmented education may be easier to do than longer courses which engulf 
everything”.  
“The material is not specific to my job and what is happening in the community at this 
time”. 
“Management education is constantly changing and often the courses are prepared 
well in advance and are not actually very relevant”.  
“Postgraduate courses within a Master’s program were not health care specific.   
“Some courses are very broad. While they may apply to the majority of managers in 
the room they are not always relevant to me or my departments”.  
“Some of the graduate level courses are more theory based which relate to satisfying a 
graduation requirement and are not practical which does not fit the day-to-day needs 
of the health industry”. 
“The courses which have not helped me have not been public sector oriented and not 
health care related.  Some of the courses could be extrapolated to health care but often 
the professor did not have a public sector focus”.  
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“The courses were too academic and not focused on real situations”.  
“Current healthcare education in the form of in-service, workshops, seminars lack 
skill testing for effective learnt outcomes (i.e. self tests, exams, instructor feedback)”.   
“Some of the courses are taught in a traditional fashion and I am an experiential 
learner. The amount of sitting and listening should be kept to a minimum, the amount 
of doing to a maximum”.  
“The in-service presenter assumed the audience was all at the same level and thus had  
greater knowledge than I had”.    
 
Theme 3: Barriers to learning  
3a) The need for organizational support  
 
“Employers need to take a more supportive approach to management education”. 
  
“Education is seen as a frill rather than a necessity, and yet one is expected to have 
many new competencies quickly”. 
 
“Organizations need to value and financially support learning”.  
 
“Senior executives need to fully support the education for managers in their 
organizations. Although clinical training is essential to remain current and to provide 
excellence in care, managers require additional training in this constantly changing 
climate”. 
 
“Some senior leaders have no knowledge about what is learnt”.  
“Learning is difficult to obtain in rural settings in small hospitals with limited 
budgets to pay for education and no relief to cover while away on courses, 
especially when 24 hour call is necessary”. 
 
“Basically, there is no education for those that are not in the large centers. It is much 
less available to rural managers and less specific to small facilities when you do go to 
the urban educational sites. We don’t speak the same language”.  
“If the organization truly wants to develop their own leaders they need to make the 
tools, opportunities and coaching available. They need to reduce workloads to 
manageable levels so that people can be able to undertake programs or self-directed 
learning”.  
“I would like to see a greater commitment from health organizations to support 
managers in ongoing education. I am currently in a MA program and have paid for all 
of this myself except for $3000. I have had to use personal vacation time to complete 
my courses”.  
“I do not feel that higher education is always supported by the organization. They ask 
for the qualifications and verbalize the need to encourage education but do not 
support it with financial support or flexibility of schedules”.  
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“Employers need to take a more supportive approach to management education”. 
“I am not sufficiently supported in my graduate studies by my organization. The 
process for determining who gets organizational support for graduate studies is not 
transparent”. 
“Greater support from employers is needed in time away to study with replacement 
staff”.  
“There needs to be some flexibility in the system to allow for some upgrading in the 
management ranks. At present it is done off the side of your desk with no 
consideration for workload and time to upgrade”.  
“Managers should take responsibility for their own education. The employer should 
assist them in identifying areas that need improvement and have some in-
service/workshops that teach how to deal with situations for the front line 
[management] level”.  
 
“With never-ending pressures to be fiscally responsible, education seems to be on 
the back burner so to speak”.  
 
“Senior leaders haven’t subscribed to management courses the organization is 
encouraging”.  
3b) Lack of time for learning 
 
“Learning and courses need to have better time management effort support within the 
organization.  It is difficult to put in the hours needed to do the job and study”. 
 
“Education often seems to be tacked onto a hefty work schedule. This has discouraged 
me from taking on more learning opportunities”. 
 
“Hours of work and responsibility have increased.  Time off is extremely important 
otherwise I can’t keep up with work.  This leaves little/no time for formal education 
which I find quite disappointing, but I can’t keep up the pace of work and study”. 
 
“The major challenge of management education these days is finding the time in 
work life that require minimal 50-60 hour work week”. 
 
“Participation rates [in attending education programs] are directly tied to hours of 
work flexibility employers provide to those wishing to participate in educational 
programs”. 
“Cost and time are the big factors and the greatest hindrance”.  
 
“To encourage education for managers you must give them time to be reflective.  The 
situation as it is now is one with constant, unrealistic deadlines which does not allow 
the manager time to study and only adds another pressure point”. 
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“Although the health authority supports education initiatives the time that one 
requires to attend to these initiatives is now spent at the desk trying to cope with daily 
workload”.  
 
“Hours of work and responsibility has increased. Time off is extremely important 
otherwise I can’t keep up with the work. This leaves little/no time for formal 
education which I find quite disappointing, but I can’t keep up the pace of work and 
take courses”.  
 
“It is very difficult to find, to make or to justify the time to attend educational events. 
This is very often because of the constant demands and/or priorities on a manager’s 
time, the reduction of support staff (clerical, administrative)”. 
“Managers don’t have much time for extended education due to high levels of 
responsibility and tasks to be perform”. 
 
“Managers on the whole are so busy with day-to-day operations that there is little time 
for learning specific skills on the job. It is important to offer courses to them on paid 
time”. 
 
“The biggest challenge for me is to find the time since I am already working 9-10 
hours a day”.  
 
“There seems to be little time available for managers to take courses to help with their 
managing work as this is only a portion of the work assigned to them”.  
 
“Time is a critical piece. Health authorities can support managers in their learning by 
making it a priority and expectation that people take time for education”.  
 
“To encourage education of managers you must give them time to be reflective. The 
situation as it is now is one with constant, unrealistic deadlines which does not allow 
the managers time to study and only adds another pressure point”.  
 
“Time off to study is a critical necessity that is not recognized by health care 
organizations [health authorities]”.  
 
“With health industry changes usually comes less time to learn new skills”. 
 
“It is difficult to put in the hours needed to do the job and study”.  
 
“Courses are often very long and work days are long, so it is hard to find time to 
continue to work in the evening. There is no time for internet education during a 
regular work day”.  
 
“In order to have the time and opportunity to learn, the workload must be addressed. 
This could be easily done by having secretarial and time-keeping support (as well as 
clinical support depending on the portfolio). I am not convinced a smaller portfolio is 
the answer”.   
 
“Extensive role demands require working extended fours which limits the ability 
to participate in additional study”.  
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3c) The need for educational funding 
 
“As there is a need for life long learning, organizations need to commit more support, 
financial and otherwise to make learning easier and more accessible for managers”. 
 
“Cost and time are the big factors and the greatest hindrance”. 
    
“The organization could support managers more financially and with time to achieve 
graduate degrees and graduate certificates related to management and delivery of 
health care”.  
 
“Education and professional upgrading should be encouraged and supported including 
financially”. 
 
“Financial assistance would make it easier for more managers to be on the continuing 
learning curve, as educating oneself is extremely costly these days”.  
 
“There are inconsistent policies regarding financial assistance for higher education. 
Some health authorities/organizations pay 50% or more towards a Master’s degree 
while others pay little or nothing”.  
 
“It would be helpful to have an option of taking a sabbatical for work-related 
education with some financial support from the organization (and of course with 
required return of service)”.  
 
“Managers at all levels need to have the financial support and understanding of their 
organizations and they need to be encouraged by their organizations”.  
 
“Funding for management education is selective and funnels everyone to do the same 
course or you get no funding. Encouragement for Master’s level of education does not 
exist in fact you are penalized for doing higher education like your Master’s”. 
 
“Process for determining who gets organizational support for graduate studies is not 
transparent”. 
 
“Organizational leaders need to provide more support in terms of covering a larger 
proportion of the financial expenses and providing time-off needed for study and 
attending classes”. 
“Organizations should consider free workshops or in-service education for managers 
to continually improve management skills”. 
 
“The FHA [Fraser Health Authority] needs to promote ongoing education by paying 
for the successful completion of approved courses”.  
 
“There is less financial support available through the health authorities for leaders to 
further their education”.  
 
“It is unclear what the organization expects and what individual financial support is 
available”.  
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“I would advocate that financial incentives be made available for the completion of an 
MBA or Master of Health Administration be made available for managers”. 
“Inconsistent policies regarding financial assistance for higher education.  Some 
health authorities/organizations pay 50% or more toward Master’s degrees, others pay 
little or nothing”. 
 
“More funding needs to be provided for scholarships. Interest free loans to managers 
taking approved graduate level courses is a necessity as executive style programs are 
expensive (approx $19,000 per course)”.  
 
“The organization should support managers more financially and with time to achieve 
graduate degrees and graduate certificates related to management and delivery of 
health care”.   
 
“Time and money should be submitted within a managers budget to develop and carry 
out their own learning plan and goals”. 
 
“As there is a need for lifelong learning, organizations need to commit more support, 
financial and otherwise to make learning easier and more accessible for managers”.     
 
“I wish the process for requesting funding to attend educational activities was not as 
difficult e.g. trying to find out who has money to spare for a conference/seminar and 
negotiating for the funds”.   
 
“Very little money is invested in the organization for management education. It is 
necessary to meet restrictive and rigid criteria for funding for higher formal 
education”.  
 
“I would like to see remuneration for courses taken”. 
 
“The Health Authority needs to promote ongoing education by paying for successful 
completion of approved courses”.   
 
“To support management education to benefit health care, there needs to be 
educational funding set aside that is not health authority managed so all staff have the 
ability to grow/learn regardless of how rich/poor our regions are”. 
 
3d) Learning access issues  
 
“Basically, there is no education for those that are not in the large centres.  It is less 
available to rural managers and less specific to small facilities when you do go to the 
urban education sites. We don’t speak the same language”. 
  
“Access to education needs to be more consistent and available; management/ 
leadership education needs to be available for individuals at the direct care level to 
access to begin to develop their skills and then have a pathway to progress along”. 
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“Education must be accessible and considerate of time management demands. A 
needs assessment is needed to determine the level of experience and formal 
educational needs of the individual”. 
 
“Since moving to the Interior Health region I have found that the opportunities to 
access courses for management skills are really limited and I don’t think we should 
have to travel to the coast to be able to access them”.  
 
“Must be easily accessible and considerate of time management demands.  
Recommend needs assessment to determine level of experience and formal 
educational needs of the individual”. 
 
3e) The need for more educational credit  
 
“I would like to see more courses offered that lead to higher formal degree. Often 
many courses are taken but no recognition given”. 
 
“Academic credit should be based on the skill demonstrated, not the type of course or 
experience. Undergoing a type of process does not guarantee a demonstrated outcome 
or product”. 
   
“More credit should be given to work experience and previous educational 
requirements”. 
 
“Many of our managers, although they have participated and upgraded their skills in 
many ways do not receive enough recognition for their experience in the same way as 
is often reflected by the degree recognition”. 
 
“Fifteen years of managing six clinical areas should amount to at least a Master’s 
degree and there should be better compensation for the same”.  
 
“I think that experience should be more recognized”.   
 
“If experience became an option for academic credit there would need to be a specific 
criteria for evaluation so that it is not twelve years of doing the same thing over and 
over rather than twelve years of new and different learning experiences”.  
 
“More credit should be given to work experience and previous educational 
requirements. The educational opportunities available today are completely different 
from what was available thirty years ago”.   
 
“Rather than a set group of courses leading to a master’s degree, course work and 
work experience should all count towards a generalist degree”.  
“Too much emphasis is based on degrees earned and not enough credit for experience. 
Management positions require degrees but they should also take into consideration 
certifications and experience”.  
 
“If the in-service programs and workshops lead to a certification or degree, it would 
be more attractive”. 
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“I do not believe that formal education is as important as the ability to do the job. 
However, in today’s management environment having formal education gives the 
manager instant credibility”.  
 
“Academic credit should be based on the skill demonstrated, not the type of course or 
experience”.  
“I would like to see more courses offered that lead to a higher formal degree. Often 
many courses taken but no recognition”.   
“Rather than a set group of courses leading to a master’s degree, course work/work 
experience should all count towards a generalist degree”. 
 
Theme 4:  E-learning for health-care managers 
4a) Positive and negative views 
 
“I do not think Master’s level degrees should be handed out for web courses.  They 
lack context, working with others, depth that my credentials have”. 
 
“E-learning should coincide with some sort of face-to-face learning”.  
 
“I wish there were more flexible ways to complete my second masters degree 
program, as online learning only goes so far”.  
 
“I live in a remote area. Travel is a big issue. I need to get my education from where I 
am. There are disadvantages, but video-conferencing and chat rooms can be helpful in 
reducing the effect of isolation”.  
 
“If you have met the group of participants before the online course, I think it is the 
best way to do this type of education. The familiar faces translate well onto the online 
environment”.   
 
“Courses I am interested in doing have not been available in an internet-based 
course”.  
 
“Options for this type of learning are not readily available. Also the format is less than 
ideal”.  
 
“Much time is taken at work and I’m not keen on working when getting home. 
However, I would like to work on a Master’s program but not sure I will have much 
chance with my job”.  
 
“Most courses I’ve seen are pretty basic and my knowledge level is above them. I 
prefer more interaction. My husband recently completed an internet course with video 
role playing. It was fantastic”. 
 
“I have not had time to pursue courses in the last few years when internet-based 
instruction became more common”.  
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“I personally found no advantage to e-learning and dropped the course”.  
 
“After spending a considerable part of my day on the computer with a glaring screen, 
the last thing I think about is taking a course online”. 
 
“It may be my age but I have spoken to many health professionals who express 
similar frustrations with e-learning courses and laud small group experiences for 
interactive learning”.  
“Lack of time and energy for spending the evening/weekend on the computer and 
easier to procrastinate than taking an in-person course”.  
“I don’t like the internet based learning mode, it is too cumbersome, too old to learn 
that way. If I am frustrated then that will be reflected in the learning process”.  
 
“I have done two credit courses online and hated them. Having done numerous other 
courses as distance education and classroom, I found the online course inflexible with 
assignments, long delays in grading assignments and there were problems with the 
interaction between students and the instructor”.  
 
“I have been actively pursuing my degree for over five years through distance 
education (two courses left). The last course was web-based and there were pros and 
cons to both options. Distance education is the only option for me as I work full 
time”.  
 
“I haven’t tried internet-based learning. I am old fashioned and enjoy the stimulation 
of student/instructor interactions in a classroom format. The indirect learning obtained 
from students from other industries is invaluable”. 
 
“Online learning can take longer, although I have found it very effective”.  
 
“Don’t like the Internet-based learning mode, it is too cumbersome, to old to learn 
that way!” 
 
4b) A need for knowledge sharing  
 
“As middle managers, there is a need to learn from each other and to share 
knowledge.  This has to be more formalized and utilize the capacity of managers to 
support each other”. 
 
“Experience cannot be taught.  Qualifications are over emphasised in health care as 
they are used as a predictor of competency. Mentoring and internship do not play as 
high a role as they should and the value of communication and the ability to 
understand how people are motivated are not seen as more than a set of processes that 
can be taught”. 
 
“Mentoring is a much neglected and valuable management education strategy which 
organizations could employ with relatively little cost and effort”.  
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“There needs to be significant improvement in the mentoring system if there are going 
to be quality managers in the future ready to take in the increasing levels of 
responsibility”.  
 
“There is still an assumption that you grow into it [a management position] but 
mentoring may be useful in this”.  
 
“Would like to see more mentoring type programs. I would like to be able to learn 
from others who have gone before me. I rarely have time to even speak with my 
supervisors. They are too busy dealing with really big issues”.  
 
“We require more formalized mentorship between seasoned managers and more 
junior managers”.  
 
“Find the managers in the system who are doing a phenomenal job, relieve them of 
their tasks for periods of time in order to have them mentor other leaders”. 
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Appendix K 
Qualitative Data/ Senior Management Interviews  
 
There were one hundred and twenty-one quotes obtained from interviews with the 
thirteen health care managers. These quotes have been collated into six key themes 
which are: anticipated organizational change in the next 5-10 years; support for 
health-care managers in dealing with health reform; essential management skills in 
today’s health industry; the importance of management education for health-care 
managers; support for increased learning for new skills; and the role of e-learning for 
health-care managers. Under each of the key themes the quotes have been further 
broken down into sub-headings for easier reference. Qualitative data tables were 
presented in chapter 6. Selected quotes were used in the material found in chapters 7 
and 8.    
 
Theme 1: Health reform 
 
1a) The need for ongoing organizational change 
 
“There may be a possible move to have physicians and pharmaceutical budgets 
moved to the health authorities. Long-term planning for the health industry needs to 
be focused on: 
 Safety; 
 Improved collaboration with the front-lines; 
 The need to look at the economics of health care differently, such as a need to 
understand the Insurance policy and the Canada Health Act and what the 
‘shared’ aspects are between the federal/provincial governments; 
 The need to adapt to changing demographics; 
 The need to know what constitutes the ‘open market’ segment and where 
private services can be considered, as there will likely be more purchase of 
private services”.   
 
“I believe there will be another reorganization of the health industry with more 
services being centralized, such as telecommunications, statistical data, finances and 
may be lab services. There is also micromanaging going on with regard to surgical 
waitlists and emergency room and incident management….We may go from six 
health authorities to something less or move all the way back to a centralized system”.   
 
“Physicians are independent contractors and are key change agents in the health 
industry with the organization having limited control over them……..A great deal of 
time and energy is needed in the development of a physician infrastructure, to have 
them part of the management team.  It will likely take 5-10 years for this change”.  
 
“The health industry needs to be redesigned and aimed more effectively at the aging 
group to achieve the ‘right services with the right staff’, which is not happening now. 
At the present time the industry is designed around acute care”.  
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“It is important that the organization [health industry] not slide back into the old style 
of management. Accountability is the key to everything we do”.   
 
“The health industry needs to determine who are the key stakeholders so that special 
interest groups are not getting the majority of attention”.  
 
“The provincial government is presently in the midst of a laboratory [diagnostic 
services] reform project which will likely take three to five years. All laboratory 
managers are experiencing huge changes. While there is an expectation that the health 
authorities will eventually take over their own laboratory work, there are discussions 
also on outsourcing all emergency and out-patient work. The private labs have taken 
the government to court and there is now uncertainty as to what this will mean to the 
reform process. The government seems to be backtracking”.  
 
“There is a need to develop and implement regional strategies to support a quality 
practice environment for nurses in a climate of change and fiscal restraint”.  
 
“There is a need to integrate best practices across the health authority”.  
 
“For public health there is a need for greater integration and collaboration with non-
health groups (i.e. Aboriginal communities, schools, community groups etc)”.  
 
“Frontline managers have the toughest job in the industry. While it is essential for 
senior managers to have line management experience, with larger organizations this is 
becoming more difficult. There is not enough management strength coming through 
the ranks……While senior management may be expert in certain areas they are not 
comfortable nor do they have the know-how to manage a frontline position. There is 
even consideration that senior managers may need to have front line management 
experience if positions are to be filled”.   
 
1b) Not enough support for managers 
 
“No, the whole process of selecting, training and nurturing new managers is in need 
of considerable rethinking. ……We are still thinking that getting someone from 
another province is all we need to address the Chief Executive Officer and top 
management needs within the province. This is no longer suitable for the management 
responsibilities that managers face today”.    
 
“Change is coming fast and furious. Managers are doing their jobs but some are 
finding this constant change very wearing. The financial constraints are ongoing and 
more is expected as we try to do more with less. Some see no end in sight and even 
more cutbacks. There are some managers who are already looking for other options 
such as early retirement and getting out of the health industry”. 
 
“Unless the health industry makes the career option for management attractive, the 
industry will suffer the same problem as other industries. Clinical professionals will 
not seek a management position if there is too much aggravation, no respect or they 
sense there is a  lack of value in their organization. Other managers (i.e. accountants, 
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human resource managers etc) can go elsewhere. If there is too much stress they will 
leave the health industry”.    
 
“Attendance is an issue with employees facing so much change (i.e downsizing, cost 
saving, etc) and more change is expected. Managers are discouraged as they feel there 
is no end in sight. They are having a difficult time dealing with these issues”.    
 
“I am concerned with how managers are looking. Managers are looking really tired 
and there is concern that they are getting too overwhelmed with the situation. They 
feel they have no satisfaction in their work and they are ‘flying by the seat of their 
pants’ with no end in sight. This needs to be addressed”.  
 
“There is a limit as to the amount of stress managers can handle. So far, most changes 
in the laboratory [diagnostic services] have been familiar but the management role is 
getting harder and harder”.  
 
“No, I do not think there is enough support. No one has time for mentoring or giving 
support especially to new managers who are having more difficulty”.  
 
“Managers need additional support. While some have been successful in the past in 
their management role, they now need to rethink their role and have broader skills for 
future needs. In other words, the skill sets of the past are not necessarily the skills 
needed for the future.   
 
“Today there is a tremendous dedication in health care but a sense of being 
overwhelmed, with feelings of never doing enough, never getting enough resources 
and constant pressure to try and do more. There is never enough time for professional 
development. There is also not enough time for reflective and critical thinking. 
Managers are in need of learning how to think”. 
 
 
1c) The need for succession planning  
 
“With the average age for Directors being fifty-four, and fifty for managers, we are in 
need of succession planning if many management positions are to be filled in the near 
future. We need to know how to prepare managers at different levels to move up”. 
 
“In the next 5-10 years the health industry will experience an exodus of a large 
number of retirees. The effort now is to get all health professionals working at full 
capacity. Yet, while the unions argue for greater full-time work many senior 
employees are pressing for part-time work”. 
 
“The organization needs to make sure they have the proper people in place for 
stability. It is essential to train the backbenchers to assume a higher management 
role”.   
 
“We are looking at a retirement issue in the next ten years due to the age of many 
managers. In addition, we are having problems getting professionals to take middle 
management positions as the financial benefits are low and they do not have the 
training and support that would help them. Taking any training becomes an individual 
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decision. On the other hand, there are older managers who seem unaware their roles 
have greatly changed and they are trying to manage as in the past but with many more 
(sometimes up to two hundred) people reporting to them”.   
 
“Mentorship and succession planning are absolutely needed. Junior managers should 
be prepared to be promoted towards further education and training, and to be better at 
computers so they can handle incremental increased responsibilities”.  
 
“There is an ongoing scarcity of health professionals (i.e. nurses, pharmacists, 
physicians etc) and this will be come at the same time as a steep increase in immigrant 
population and an aging population with increased health needs. BC is a big 
retirement area of Canada”.  
 
“As the health industry divests more of the non-health care services (outsourcing), the 
health industry culture will be different with a greater percentage of knowledge-based 
workers. This group will be in a competitive market with other health authorities and 
other health organizations across Canada”.  
 
“Succession planning is at the top of the list. Within the next three to five years there 
could be as many as half of our managers (including clinical managers) needing to be 
replaced just because of retirement”.  
 
 
2d) Inadequate support for new managers 
 
“While the ‘battle-experienced’ managers’ are well prepared there are many new 
managers coming into the organization on an annual basis who are less prepared. The 
new ones are the problem as they do not have the ‘testing under fire’ which is critical 
for senior management. In the last two years some areas experienced a thirty to forty 
percent turnover in management. The high turnover may be due to age but also some 
managers do not have the political/community/people skills which today’s manager’s 
need”. 
 
“Everyone is in a new role as the health authority has had a number of major 
reorganizations in the past years and everyone’s role has changed”.  
 
“As a minimum there should be mentors and coaches (particularly coaches) with 
intense contact at the start and a gradual weaning off. At the present it is ad hoc and 
only provided to those who reach out for help”.   
 
“About fifty percent of managers are in new positions and while most have strong 
clinical expertise they do not have the option for additional management education or  
help with feelings of isolation and needing increased confidence in dealing with their 
new responsibilities”.  
 
“We have about twenty to thirty percent of new managers in the health authority”.  
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1e) Stress in the workplace   
 
“There is some support. A course is provided on stress management and managers can 
get personal coaching but I’m not sure if it’s enough”.  
 
 “I do not see as much change as others keep talking about. While the health industry 
seems to have rearranged the ‘cap’ of the organization (which means about ten 
percent have seen a change in their duties), many have experienced minimal change. 
It all depends on the nature of the person as some were not wanting any change to 
occur”.  
 
“It depends on the individual. It has to do with coping with uncertainty. Some 
managers want greater detail and find the lack of clarity a problem in giving 
leadership to others. Then there are those who find it difficult to admit they do not 
know”.  
 
 
Theme 2: Essential management skills in today’s health industry 
 
2a) People skills 
“We need to identify the short supply skill gaps and how to meet these”. 
 
“There is a need to identify the core competencies for managers and to understand 
where the strengths lie and what need to be strengthened”.  
 
“Managers need a better understanding on how to build relationships”. 
 
“Managers need strategic leadership which includes negotiating and strategic 
communication skills”. 
 
“Health reform has introduced multiple stakeholders, and managers need to be able to 
deal with multiple levels and groups of people who can derail any initiative the 
organization tries to do”. 
 
“The main areas are finances and technology”. 
 
“The most needed management skills are: communications, project management, 
people skills (team building), strategic planning, working with personnel, being able 
to work smarter and having a resiliency to change”.   
 
“Conceptual skills,  organizational ability and communication skills”.  
 
“Personal leadership, very well grounded in values and what they stand for and 
health-care managers need more effective communication skills”. 
 
“Leadership skills are important. Health-care managers need to be able to work in 
different environments and have negotiating skills. Old autocratic methods no longer 
Appendix K  452 
work. We spend too much time doing damage control when a poor management 
approach has been used”.  
 
“Managers need to show that they care about their people”.    
 
“Managers need a clear understanding of their own role so they can think on their feet 
to provide leadership as change occurs”. 
 
“The most needed management skills are: communications, project management, 
people skills (team building), strategic planning, working with personnel”.   
 
“There is a need for managers to become more business-oriented and have a better 
understanding of people, all encompassed within the ever-present climate of change 
and stress”.  
 
“Managers should have human resource management skills, know how to deal with 
unions, and have financial management skills”. 
 
2b) Change & complexity 
 
“Managers need to be able to effect change and how to deliver health care differently. 
A lifetime job is no longer possible”. 
 
“Managers need to understand the complexity of the organization. They also need to 
understand finances as it relates to their budget, systems thinking and how to use 
statistics”.   
 
“There is a need for managers to become more business-oriented and have a better 
understanding of people, all encompassed within the ever-present climate of change 
and stress”.  
 
“Communications, working smarter and a resiliency to change”. 
 
“There should be on-going in-service education to keep managers up-to-date on such 
topics as change management philosophy and legislation”. 
 
“The emphasis in skill training needs to give managers the skill sets to be effective in 
such areas as leading groups and particularly in how to lead people through change”.  
 
“Managers need the competencies to handle the change which is expected in the 
health industry. The industry is moving away from the old centrally managed, 
hospital-oriented, approach, to a more decentralized structure where different 
management skills will be needed. Managers will be making more on site decisions”.   
 
“Relation building, communications, self-awareness and increased confidence 
because change is happening so fast”.  
 
Appendix K  453 
“Managers will be expected to take on larger and different roles in the organization 
[health authority] and this will be needed at all levels”.   
 
2c) Financial skills 
 
“There is a basic need for greater financial management skills. A health-care manager 
is really disabled if he/she does not have this skill”.   
 
“We need to know how to manage better with shrinking resources, how to support 
decision-making with statistical data, many issues with regard to labour relations and 
legal liability as more clients are questioning their care”.    
 
“The main areas are finances and technology”. 
 
“We need to focus on capacity building and sustainability”. 
 
“There is a need for managers to become more business-oriented and have a better 
understanding of people, all encompassed within the ever-present climate of change 
and stress”.  
 
“There is already $100 million spent in private contracts in the health authority and 
this could rise to $200 million. Health-care managers are not versed in dealing with 
contracts”.    
 
2d) A clinical background is no longer enough for managers 
 
“I think those with clinical responsibilities should have a foundation in their specialty. 
Then when they get into management they should augment this education with either 
courses or another degree in order for them to manage the complexities of their new 
responsibilities. They need to have a better understanding of labour relations and 
finances. At this time I have a few new managers who do not have this education and 
I spend a great deal of time teaching them about finances”. 
 
“Fewer clinical professionals are being promoted into management”.    
 
“Where a clinical background is not a prerequisite we seek individuals with greater 
management and leadership skills. In areas where financial skills are needed this is a 
priority”.     
 
“Some managers seem to be born with management abilities while others with 
academic documents may not have the implementation skills. In Public Health most 
managers come from the ranks”.  
“We mainly hire professionals with clinical/technical skills but these days they need 
more management skills”. 
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2e) Planning skills  
 
“Managers have to do more than get input for their plans, they also need to get 
agreement and commitment to the plans”.  
 
“With competing priorities managers need to be able to make clear arguments on 
resource decisions”. 
 
“Managers need to know more about systems  and dealing with contracts for the 
purchasing of a number of health services instead of the old annual budget process of 
the past”.  
 
 
Theme 3: Management education  
 
3a) Lack of time for learning 
 
“There are a number of management courses offered, but some nursing managers with 
very large portfolios often do not have the time to attend such courses….They need to 
allow for a half-day to attend a course and this is too long away from their areas”.    
“I think that time is the biggest barrier to learning for most clinical, and maybe all 
managers. Most managers are dealing with very large portfolios and getting time to 
attend or even look at anything is often not possible”. 
 
“Time is the biggest barrier to learning for managers especially for those with family 
responsibilities. Age may also be a barrier, as some older managers feel they need to 
put their lives on hold for several years to get another degree”.  
 
“Some managers refuse to take up the challenge of additional education. It is a mind 
set, including stating that they are too busy.  If they really wanted the education they 
would find the time”.  
 
“It would be impossible for laboratory [diagnostic services] managers to do any 
online learning from their desk computers as they do not have enough time now to get 
their work done. Managers have to take work home as there is not enough time in the 
workday to attend to all the issues”.  
 
Barriers: “time, motivation, funding and support from the organization”.  
 
3b) The type of management Education is unclear  
 
“A management degree or management courses should be considered. The best 
programs are just-in-time learning as it addresses current problems and managers can 
apply this learning to an immediate situation”.   
 
“I have promoted a policy that an individual needs a management degree if they 
expect to be promoted into certain positions.  The health authority will support them 
in getting their degree and they must have support from their family”.  
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“I believe that health-care managers should have a mixed educational background. 
Managers need more than technical/professional backgrounds to be effective at their 
jobs”.  
 
 “Some MBAs do not have sufficient understanding of the health industry”.  
 
“It depends on the individual. A degree indicates they are willing to learn but the real 
test is whether they can perform and/or are willing to learn on the job”. 
 
“I have some excellent managers without any management academic qualifications 
but I believe that at a certain level within the health authority the individuals need a 
degree, possibly in management”.  
 
“Presently we have a number of online courses which are provided through 
professional associations and BCIT (British Columbia Institute of Technology). Many 
of these are on clinical topics as breast feeding, clinical updates and quality assurance. 
But again managers need the time to access these courses”. 
3c) Learning is a personal responsibility 
 
“I think the main barrier in preventing managers from pursuing additional education is 
fear. For many it has been some time since they were in a formal educational program 
and some use the argument they are too busy as a cover for this fear”.  
 
Barriers: “time, motivation, funding and support from the organization”.  
 
“This varies by different organizations. Actually, the responsibility lies with the 
individual whether they wish to pursue more education”.  
   
“It has been noticed that the performance of managers trying to balance work and 
study tends to deteriorate as they just have so much energy”.   
3d) Management education as a promotion policy 
“We do not have written policies regarding management education. The real test is 
whether the individual can perform in their new management position”.  
 
“Education is very important. We need to raise the bar when hiring managers and 
expect them to have all the basic skills before being promoted into a management 
position”.  
 
“All management positions have minimum education requirements. In general, it 
would be desirable for health care leaders to have the broadest education so they 
could handle complex responsibilities. Health care managers today need more than 
clinical and technical expertise”.    
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3e) Need for a management  education plan 
 
“There needs to be a strategic plan for the education and support of managers. Often 
we are given ‘one off’ (i.e. one of a kind) opportunities which are not planned or 
evaluated.  
We are developing ‘streams’ for health-care managers as we find that younger 
managers are more likely to have the academic preparation for their roles than older 
manager”.   
 
“As managers we need to know what the organization wants management to be and 
this would then clarify what education is needed”.  
 
 
3f) The need for financial support for learning 
 
“Nursing managers are often women who are facing competing demands, many have 
children and need to share their time with families. It is not always possible to attend 
education programs if the manager is not supported financially and with allocated 
time”.  
 
Barriers: “time, motivation, funding and support from the organization”.  
 
 
Theme 4: E-learning for health-care managers  
 
4a) Technology as a barrier 
 
“I think technology may be a barrier for some managers. We have noticed this in the 
health authority when it comes to using technology”.  
 
“New managers are much more computer literate. The skill is in reading reports and 
making decisions, and this comes with experience”.  
 
“While some of the younger managers have computer skills they have difficulty in 
completing simple reports. The older managers have a resistance to computers, even 
doing Excel spreadsheet and Word documents , but they know their field”.  
 
“E-learning is good for the self-disciplined, self-motivated learner ……The older 
student once they adapt to the technology find the technology convenient as they can 
adapt it to their busy schedules while holding down a job”. 
 
“Younger managers are definitely interested in e-learning but those over forty are not 
interested”.  
 
“E-learning seems to suit those who are self directed and self motivated. Personally, I 
found that e-learning presented too much separation between the instructor and the 
student, no social support and there was no tutor interaction”.  
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4b) Preference for blended learning 
 
“I think the best delivery method is a blended format with pre-reading, interaction, 
mentoring and/or coaching”.  
 
“I think a blended form of learning would be best for managers as there is need for 
interaction with peers and mentors. The e-learning portion could have a mentor and 
face-to-face time for interaction………Some learning must become e-learning as 
class time is too time consuming”.    
 
“Health care is not suited to pure e-learning as health is a people industry. At a time 
when the expectations are growing for managers they do not have the time to even 
access  e-learning. Mentoring would seem to be more effective and practical”.  
 
“The feedback from most managers is that they are most comfortable with a blended 
learning program with a mixture of face-to-face and possibly e-learning. Managers 
find that the face-to-face contact allows them to share experience and strategies which 
has proven to be more effective in meeting their needs”. 
 
4c) Need for different learning methods 
 
“We need to develop different tools for different learning topics”.  
 
“We need to do more e-learning but we will have to be selective. Bringing people 
together has many benefits in this changing health culture. We will definitely make 
more use of e-learning in the future, it is a matter of choosing what is best suited to 
this media”.    
 
4d) Some managers already familiar with e-learning  
 
“I have a number of managers taking their degree or courses online and they seem to 
be doing fine. The teleconference/video conferencing seems to be preferred to purely 
online programs as there is more face-to-face contact”.  
 
“E-learning can be great. I did my MA through Royal Roads University which 
included several e-learning courses”.  
 
4e) The need for quality e-learning programs 
 
“Any educational programs need to be of quality……Today’s health professionals do 
not have the time nor the patience for poor educational offerings. These are adult 
learners with heavy responsibilities and they are less tolerant today”.  
 
4f) The need for tutors in learning 
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“Any topic can be delivered by e-learning as long as the individual is comfortable 
with this type of delivery. A mentor or someone to talk to would be helpful…..one 
with sufficient understanding of the health industry”.  
 
Theme 5: Knowledge sharing for health-care managers  
   
5a) Managers need to be able to locate people and information 
 
“Health-care managers need to know ‘how to find the answers’ by using technology”.  
 
“Navigating the organization has become a key problem because of multiple changes 
in the industry. Some managers do not know who to talk to”.   
 
“Managers who come from outside the health authority need to get an understanding 
of when to seek help, who to go to and what to do regarding such items as union 
collective agreements. At this time this is not being addressed”.    
 
“Managers need to know who to call to get advice”.   
 
“We will need to find ways to use technology more effectively. The future will see 
community health nurses wanting to communicate by wireless technology to 
physicians from the client’s home. In addition there is a need for a more seamless 
system of client health record and an integrated health system”.   
 
“There is a great value in sharing information but this depends on motivation”.  
 
“Conferring with peers would be helpful to managers. The issue would be the time”. 
 
“There is a need to create space for managers to connect with each other in building 
relationships. This region as three unique working cultures which must come 
together”.  
 
5b) Knowledge sharing already familiar to some managers  
 
“Nurses already have a type of listserve with their professional nursing association 
where they post issues. There should be more of this”.   
 
“The Information Technology group already has a common user group  which is 
useful as long as other health authorities use the same software”.  
 
“Public health already has a listserve in which we can post topics for other public 
health professionals around the world. This is truly valuable. It shortens the gap 
between the researchers and the frontline workers. Anything that will shorten this gap 
in health care is a valuable asset”.    
 
 
 
